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The acceptance and rapid assimilation of glucose depends very: 
much upon the form in ‘which it is offered. Ordinary glucose-has a 
sickly, even nauseating flavour but this has been entirely overcome in 
LUCOZADE which is a most refreshing and palatable beverage. 
offer of LUCOZADE secures eager acceptance—and this ensures the full 
energising and therapeutic effect anticipated from glucose ingestion. 


improved form | of glucose therapy 


The 


LUCOZADE LTD GT. WEST ROAD BRENTFORD 


MIDDLESEX 


- The importance of protein 
during pregnancy 
and the nursing period 


LINICAL observation 

shows that the in- 
creased protein anabolism 
during the latter part of 
pregnancy, and particu- 
larly during the nursing 
period, requires more 
protein than was at first 
considered necessary. 
Adequate proteinis, there- 
fore, desirable to ensure 
the ample supply of 
breast milk. 
Theinclusion of highgrade 


or ® genera) feeling of ex- 
haustion, the diet can be 
effectively supplemented by 


protein foods in a form 
which is easy to assimilate. - 


Brand’s Essence is a first- 
class protein of anima! 
lised, it is capable of easy 
ingestion, digestion and ab- 
sorption. It is extremely 
palatable, and may be taken 
either as a jelly or as a 
liquid. It helps to support 
convalescence and assists in 
restoring a positive 
nitrogen balance. 


BRAND’S 


‘SALT AND. SON LID 


breast . amputation. It 


_-restores the normal figure 


line,‘ banishes self-con- 
sciousness, encourages re- 
sumption of normal activi- 


ties. Can be worn while ~ 


bathing, as it retains its 


shape when wet and can 


be easily dried. Available 
in the Saltair Brassiere 
or separately for sewing 


into patient’s own founda- 
tion garment. 


available for use in 
mastitis. - Particulars of 
all styles available on 


\ THE “SALTAIR” 
ARTIFICIAL BREAST 


solution of the psychological problem 
which frequently follows - 


Front View _ . 


BIRMINGHAM, 
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protein foods in the 
diet of pregnant women 
3 
is now a standard prac- d 
tice, 
there is loss of appetite ESSENCE. .. 
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THE HEALTH OF THE NATION* 


BY 


Sir ALLEN DALEY, M.D., F.R.C.P. D.P.H. 


An occasion such as this gives an opportunity to take 
stock of the national health—a subject which con- 
cerns all of us. We are perhaps too much inclined as 
a profession to limit our vision to our success, or other- 
wise, in the treatment of the individual sick person who 
seeks our aid, and to forget that the function of doctors 
as a profession is to preserve health, to try to get our 
patients to come to us at the beginnings of disease and 


first the death rate. Some of my figures will be for 
the administrative County of London, others for England 
and Wales. I have taken whichever are the more 
readily available to me. London has a population 
approximately one-tenth that of England and Wales, and 
the trends of mortality are the same. Fig. 1 shows the 
death rate of London for the past 112 years. It shows 
a reduction from 28.4 in 1838 to 11.7 in 1949. Cholera 


killing diseases. We can next examine such data as 
are available about the incidence of disease and ill- 
health as distinct from the causes of death. It might 
then be salutary to consider how our national health 
scheme is attaining or is likely to attain our objective. 


I regret that it is impossible to avoid the consideration | 


of a large number of figures, which are shown in the 
tables or illustrated by diagrams. 


Measures of Health—Mortality 

Fhough it would be more logical to take morbidity 
before mortality, there is more and better information 
about deaths than about disease, so we should consider 


*The Purvis Oration delivered to the West Kent Medico- 
Chirurgical Society on December 8, 1950. 


not to wait until caused 14,137 
irreparable dam- GOVE. deaths in 1849 
age has been done actioss ser uP LEC REPLACES covr. and 5,596 in 1866. 
and even heroic BOARD OF WORKS COMPLETED BOARDOPWORKS _,MET.OOROUGHS AUTHORITY. We must remem-: 
measures may fail } f { ber, however, that 
to restore health. , cholera in the pre- 
But before we can SSK DEATHS 
give serious UNDER was e , an 
thought to the that “diarrhoeal 
preservation of eer diseases” are in- 
health we must 5313 cluded under the 
know what are the same heading. 
diseases which 41644995 ‘3651 3073 Smallpox caused 
afflict us and what J J . 1,314 deaths in 
are those which TYPHUS TyPHuS DIPHTHERIA | 1902 and influenza 
cause premature sae Ti 13,085 in 1918. 
death, . We can Scarlet fever was 
then, if we look 14137 10738 5596 | responsible for 
back to see what ; ' 3,651 deaths in 
changes have 7912 | | 1875 and typhus 
occurred in the for 3,598 in 
last few decades, WORLO | - ‘ 

consider the extent ast | 7 Over a hundred 
to which we have 207 ‘years’ span from 
‘ducing premature 2,373,061 4223. r 
mortality, the ex- 26.8 per 1,000, to 
tent to which we © Be 8 8 8 gs 2 8 8 s28 8 1947, and taking 
what are now the Fs. 1.—The conquest of pestilence in Lcogon (A.C.). General death rate since gifference in the 
most important age composition of 


the two populations, had the 1847 death rate applied to 
to-day’s population there would’ have been something 
like 106,000 deaths in London instead of the 41,000 
which actually occurred—a saving of some 65,000 lives 
in a single year. : 
Table I gives the principal vital statistics for England 
and Wales for 1847, 1897, and 1947. Compared with a 
century ago, the striking features are: (1) the population 
has more than doubled ; (2) the crude death rate is less 
than half ; (3) typhus fever and cholera have disappeared 
entirely and smallpox virtually so ; (4) as causes of death 
scarlet fever, diphtheria, and typhoid fever are becoming 
rare and measles and whooping-cough much less 
virulent ; (5) syphilis, which includes locomotor ataxia, 
general paralysis of the insane, and aneurysm of the 
4718 
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Taste I.—England and Wales—Vital Statistics—1847, 1897, 1947. Rate per 1,000 Population, Except for Infantile and 
Maternal Deaths (see Note (c)) 


1847 1897 1947 
F No. ate No. Rate No. Rate 
Population (a) 17,150,018 (a) 31,055,355 (A) 41,786,000 
Live births 539,965 31-5 921,693 29-7 886,820 | (k) 20-5 
lilegitimacy % 6-7 4-2 
Deaths: 
All causes 423,304 24-7 541,487 17-4 (e) $15,591 12-3 
Diphtheria .. .1@ 3,338 0-19 7,654 0-25 242 0-006 
Enteric fever (b) 4,851 0-16 29 0-0007 
Scarlet fever 14,697 0-86 4,577 0-15 42 0-001 
Whoopi 9,260 0-54 11,431 0-37 905 0-02 
Measles... 0-51 12,711 0-41 644 0-02 
Influenza .. 4,881 0-28 6,088 0-20 3,303 0-08 
Typhus 30,320 1:77 49 0-002 1 
Smallpox 4,227 0-25 25 0-0008 15 0-0004 
Cholera 7 0-05 952 0-03 sine — 
Syphilis .. 565 0-033 1,879 0-06 2,302 0-06 
53,317 3-11 41,642 1-34 19,753 °0-47 
Other forms 4,647 0-85 2,044 0-39 "322 0-08 
a wa 23,447 1-37 34,835 1-12 22,658 0:54 
A. Bronchitis ree 16,499 0:96 46,839 1-51 31,469 0-75 
Other respiratory na fe es 11,169 0-65 0,064 0-32 6,611 0-16 
B. Heart disease ‘ ae 9,704 0-57 12,109 0-39 144,570 3-46 
c. Other circulatory. 259 0-02 38,134 1-23 19,445 0-47 
D. Intracranial lesions of vascular origin (f/) 14,952 0-87 (g) 26,860 0-86 58,224 1-39 
B. Nephritis te 416 0-02 10,500 0-34 12,639 , 0-30 
A+B+C+D+E ... as 41,830 2:44 134,442 4:33 266,348 6°37 
Diabetes 383 0-02 2,426 0-08 3.528 0-08 
Cancer 4,586 0-27 24,443 0-79 77,649 1-86 
Violence 12,917 0-75 20,608 0-66 19,826 0-47 
Deaths under 1 88,784 1 143,589 156 36,849 42° 
Diarrhoea 8,306 15-38 33, 36-17 4,790 5-44 
Maternal deaths 
f b) 1,836 1-99 233 0-26 
{ Other .. b) = 2,414 2-62 825 0-93 
| Total .. . 2,442 4-52 4,250 461 1,058 1-19 


poplexy, paralysis. (g) Apoplexy, 


er 1000 live bine. (d) Croup. (e) Based on civil population 


Estimated. (6) N sulation. 
(a) (6) Not known. (c) Rates (k) on total population. The tor 1949 


softening of brain, hemiplegia. (h) Est 


} 


Female death rates are eonbinatie lower than male, 
and the lowest death rate is at age 13. It is not until 
70 that the death rate rises to that of infants. Fig. 3 


aorta, has a heavier death rate now than a century ago 
and there has been no reduction in the last 50 years ; 
many of those dying now, of course, are persons treated 


twenty years or more ago with less effective means than 
are now available ; (6) the tuberculosis death rate, though 


shows the loss of infant life, including stillbirths, up to 
1 year of age for the past twenty years. In the last ten 


i still very heavy, is only a quarter of what it was 50 years _ years there has been a reduction in stillbirths from 38 per 
i ago and only one-seventh of that of a century ago ; (7) 
; on the other hand, the degenerative diseases are taking 400 
-§ a much heavier toll. The cancer death rate has more pee y 
: 4 than doubled in 50 years and is seven times greater than 200 7 
in 1847. In a group of cardiac and vascular diseases, 
taken together with bronchitis and nephritis so as to 100}—— 
i! overcome the changes in classification of deaths intro- 80 - 
| duced by the Registrar-General i in 1940, the death rate § go Af 
| has more than doubled in a century and increased by < 40 
q some 40% in the last fifty years. S 30 VA 
i We must remember, however, that these are crude § 20 & 
a figures—not broken down into age groups—and some, VA A. 
but by no means all, of the increase is due to the ageing 8 j \d 
of the population and some is due to more accurate ¢ , Ae 
diagnosis and death certification. -_ AG 
The rate of infantile mortality, which showed little WS 5/f y 
reduction between 1847 and 1897, is now only one & ii 
quarter of what it was in the latter year, and the same iN VA 
applies to maternal mortality. 
Mortality at Different Ages oof St 
In our quest for information on what are the great o6 
killing diseases, it is illuminating to find out what are the os Q $ 2 3 
most important causes of death in the several age groups. % 8 » g2°8 8 » 
Fig. 2 shows the general death rate, separately for each ~ ae oss 


sex, by age groups in England and Wales in 1947. fig, 2—Death rates by age and sex. England and Wales, 1947. 
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nd = 1,000 total births (live and still) to 23, but, nevertheless, 
Nor 4 they now equal two-thirds the number of children born 
TH | alive who die in the first year of life. There are no 
accurate figures of the incidence of abortion, but it is 
‘] : fairly certain that there are more dead foetuses—that is, 
INFANT DEATHS 1-12 MONTHS | }— | abortions plus stillbirths—than children who die within 
a a year of birth. The principal killing diseases and their 
1 relative importance as a rate per 1,000 of the principal 
ne age groups are shown in Fig. 4. During the first year 
INFANT DEATHS UNDER 1 MONTH 4 ] of life the principal cause of death is from congenital 
malformations and birth injuries, the rate of which has 
* been fairly steady for some years. The next is pre- 
me | | maturity, which at last shows a reduction compared with 
previous years. These three causes, which are maximal 
20F ] inthe first few days of life, have yielded less to progress 
a | than the common infections operating later in the first 
year ; for this reason neonatal mortality has declined 
1928 1930 1932 1934 1936 1938 1940 1942 1944 1946 1948 much more slowly than mortality between 1 month and 


Fic. 3.—Loss of life under 1 year. England and Wales, 1928-48. 1 year of age. Next in importance come pneumonia 
and bronchitis, the death rate from which 
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CAUSE om =o UNDER 1YEAR is substantially less than a few years ago. 
phat en do In the 1-4 age group the total number 
CONG. MALF'NS, 11,493 | 129 y of deaths is greatly reduced; -but 
BIRTH INJURY ETC. 
PREMATURITY 8,433 pneumonia heads the list, followed by 
RESPIRATORY DISEASES 3065 | 73 C—— tuberculosis, mainly tuberculous menin- 
ENTERITIS & DIARRHOEA | 4606] 52 
— gitis, and by violence, mostly accidents 
OTHER CAUSES 3,781 | 43 _ in the home. 
ALL CAUSES | 36,849 | 41-4 | In children of school age (5-14) the 
; highest cause of death is violence, acci- 
== dents in the home being slightly com- 
‘ae at a moner than road traffic accidents, and 
VIOLENCE . 786 | O23 boys being involved three times more 
MEASLES 324) oO frequently than girls. It will probably 
surprise you to learn that the next highest 
OTHER CAUSES 2,171 0-9 cause is tuberculosis, two-thirds being 
ALL CAUSES 5,765 22 | non-pulmonary. ; a 
S-14VEARS In our next age group, the first three- 
[viocence fifths of working life (15-44), the actual 
TUBERCULOSIS ‘14 | o4 , numbers of deaths are naturally over a 7 
DIGESTIVE DISEASES 344 | 0-06 span of years much larger than in the 
_ | preceding groups, and by far the most 
POLIOMYELITIS 168 | 0-03 important killing disease is pulmonary 
OTHER CAUSES 1683 | 0.3 tuberculosis, followed by cancer and then 
violence. Heart disease now makes its 
15- 44 YEARS appearance, causing 4,625 deaths out of a 
TUBERCULOSIS 12,224] 07 41,918. 
A CANCER 5,365 | 03 In the remaining two-fifths of working 
4838 | life (45-64) pulmonary tuberculosis sinks 
HEART DISEASE 4,625 0-3 
DIGESTIVE DISEASES 2,051 | o-4 to fifth place—a ctually the fourth for 
NEPHRITIS 1,481 | oOos} . men and the sixth for women, though in 
OTHER CAUSES 11,237 o-6 
: the case of men the absolute number of 
deaths in this age group is not dissimilar 
<a 45-64 YEARS from that in the 15-44 age group. For 
CANCER 29,391 29 both -men and, particularly, women 
HEART DISEASE 27,324 | 27 cancer stands well at the top of the list, 
INTRA CRANIAL VASC. LES. 11,659 2 ; i 
enenenemn 19741 o8 followed in each sex by heart disease. In 
TUBERCULOSIS 6,975 | O7 the aged (over 65) heart disease is well 
DIGESTIVE DISEASES 5,455 re at the top, followed by intracranial 
OTHER CAUSES 29,113 . 
aut causes [izes | ire] | vascular lesions and cancer. 
65 YEARS & OVER : Morbidity 
HEART DISEASE 112,439 | 249 ie. 
INTRA CRANIAL VASC. LES. 45,613 Though death certification by 
CANCER 42546 | 94 means accurate about the real cause of 
death, we are on evan les certaia pround 
PNEUMONIA "| soon | 22 Fo when we consider illnesses. There are, 
OTHER CAUSES 60,832 | 135 however, several sources of information. 
ALL CAUSES | 306,698 | 685 First, there are the notifications of infec- 


Fic. 4.—Leading causes of death by age groups. England and Wales, 1947. tious diseases. These follow broadly . HH : 
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the death rates from the notifiable alia except that 
the case mortalities from scarlet fever, cerebrospinal 
fever, measles, and whooping-cough are much less than 
they were, and therefore the fall in incidence is much 
less than the fall in deaths. Another exception is that 
the incidence of notified pulmonary tuberculosis is 
increasing while the death rate is declining. This is no 
doubt associated with better case-finding by mass radio- 
graphy and other means. 


Hospital Records 
The number of admissions to hospital and the reasons 
therefor are another method of ascertaining the serious 


Taste Il.—Nuffield Provincial Hospitals Trust. Summary of 
Stirlingshire and Ayrshire Findings, 1948 


Per 1,000 of Population 
Clinical Group In- Patient Out- 
patients Bed-days patients 
Infective diseases ka a 5-7 433 2-4 
Neoplasms 3-0 75 29 
General diseases 1-1 30 1-5 
Diseases of nervous system and 
sense organs 3-3 741 11-6 
Disease of circulatory system és 2:2 112 3-0 
Disease of respiratory system .. 23 65 4 
digestive system 14-3 173 11-1 
sease of genito-urinary tem 
and breast ” 42 68 5-1 
Disease of skin and cellular tissue 1-5 33 69 
Disease di bones and organs of 
moveme: 1-7 55 72 
Ill-defined and symp- 
toms oe 1-5 28 13-5 
Injuries and acute poisoning 5-0 109 328 
Other defined diseases 2-5 62 8-0 
Total aa 48-8 1,984 109-4 
Pregnancy, childbirth, and com- 
ink, icati 14-0 186 1-3 
fants born in hospital. 10-1 105 
Total 24-1 291 1:2 
Grand total pe 72:9 2,275 110-6 


diseases from which we suffer. Table II is based on a 
careful analysis in the counties of Stirlingshire and Ayr- 
shire made by the Nuffield Provincial Hospitals Trust.’ 
The number of hospital admissions in one year per 1,000 
of the population was 72.9 and the number of patient 
bed-days was 2,275 per 1,000 population. The figure 
of 72.9 includes 14.0 for admissions to maternity wards 
and 10.1 for babies born there. Of the remaining 48.8, 
14.3 admissions per 1,000 of the population are for 
diseases of the digestive tract, nearly half being for acute 
or chronic tonsillitis, which, perhaps strangely, are in- 
cluded in this group; and most of the rest were for 
appendicitis and peptic ulcer, showing how important 
these diseases are when morbidity, as distinct from mor- 
tality, is under consideration. The next highest group, 
5.7 per 1,000, is “infective diseases,” including tuber- 
culosis, followed by diseases of the genito-urinary tract 
and breast, 4.2, diseases of the nervous system and sense 
organs, 3.3, and neoplasms, 3.0. Injuries and acute 
poisoning were responsible for 5.0 per 1,000 and diseases 
of the bones and organs of movement only 1.7. 
Rheumatoid arthritis and fibrositis figure very little in 
the in-patient lists, though their calls on out-patient 
treatment are much more substantial. 

The most common class of out-patients are casualties 
—injuries, poisonings—32.8 per 1,000 population. Ear 
and eye diseases and digestive diseases make up a large 
fraction of the remainder, while another large propor- 
tion is, as one would expect, made up of ill-defined 
diseases or symptoms incompletely diagnosed. 


Health Insurance Statistics 


When we examine the analysis of certificates for sick- 
ness benefit under the National Insurance Act, as was 
done by Sir George Newman in 1933,? we get a com- 
pletely different picture. The number at risk was not 
adequately indicated, so that it was not possible to calcu- 
late rates of morbidity but only to compare the relative 
frequency of different diseases as a proportion of all ill- 
nesses. The five principal conditions were respiratory 
diseases, 25.0% ; influenza, 11.8% ; digestive system, 
11.0% ; lumbago and rheumatism, 9.0% ; and injuries 
and accidents, 8.6%. The chief mortal diseases show 
comparatively low figures as certified causes of claim 
for sickness benefit—namely, malignant disease, 0.18% : 
tuberculosis, 0.72% ; and organic heart disease, 1.26%. 


National Morbidity Survey 


Another source of information on illness is the 
“Social Survey” which started in 1944. The trained 
workers of the survey interview, at the beginning of each 
month, different samples of the civilian population aged 
16 and over, and record the illnesses and injuries said to 
have been experienced during each of the two preceding 
months. The size of each monthly sample was initially 
about 3,000, but has since been raised to 4,000 (1949). 
The results are vitiated by faults of memory, and as they 
are not checked by reference to the doctor or hospital 
they do not purport to reflect exact diagnosis. They 
are, however, in several ways revealing. During the year 
ended September, 1947,° the average number of persons 
ill in each month was 619 men and 713 women per 1,000 
interviewed. The days of incapacity per year averaged 
12.9 per head for men and 11.7 for women. For men 
up to 45 it was about 10 days, increasing to 17 at ages 
55-65, and 18 at ages over 75. 

The number of medical consultations in the year aver- 
aged about 4 per head for each sex up to 45, was 6 at 
ages 55-65, and over 7 at advanced ages. Only 23% of 
all people recording an illness or injury during a month 
had consulted a doctor during that month. The rates 
of prevalence of different illnesses are of considerable 
interest and quite different from any we have examined 
so far. The monthly prevalence rates per 1,000 of 
the population during the year ended April, 1947, 
were: colds and febrile catarrhs, 136 ; psychoneuroses, 
126 ; dyspepsia, 77 ; constipation, 54 ; muscular rheuma- 
tism and lumbago, 161 ; headache, 112. These are, in 
effect, the disabling conditions of which people complain 
rather than a diagnosis of the cause of the disability. As 
perhaps might be expected, the largest number of 
medical consultations a month was for a psychoneurosis. 

The most recent comparative information from the 
Social Survey appears in the Mon‘hly Bulletin of the 
Ministry of Health for October, 1950, and relates to the 
first quarter of 1950. The figures are in slightly different 
form from those for the year 1946-7 and are for a 
quarter of the year when illness is most prevalent. The 
figures for the working age group 16-64 are: out of every . 
1,000 interviewed, 684 on the average during each month 
of the quarter had suffered from some illness or injury, 
and among the 1,000 there had been each month an 
average of 1,120* days of incapacity. An interesting 
point is that each month there were, among every 1,000 
interviewed, 480 consultations with their doctors, and 


*Some of the figures given are rounded to the nearest.ten, as 
the published rates are per 100 instead of per 1,000. 
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this compares with approximately 400 in the first quarter 
of 1948 before there was a medical service free to all at 
the time of the illness. 

For those over 65, the figures per 1,000 interviewed 
were, monthly: sickness 848 compared with 684 in those 
under 65 ; incapacity 2,150 days compared. with 1,120; 
and medical consultations 790 against 480. In the 16—- 
64 age group, “serious, moderate, or mild” illnesses, 
monthly, were 52 for men and 74 for women among 
1,000 interviewed and 346 and 422 “minor or ill- 
defined ” for men and women respectively. There is no 
detailed analysis available for this quarter of the nature 
of the illnesses, but each month 182 per 1,000 of those 
aged 16-64 interviewed had developed a “cold or in- 
fluenza”” and 49 per 1,000 of the men and 82 per 1,000 
of the women some form of rheumatism. 

An interesting check on these figures is from a survey 
in the Eastern Health District of Baltimore, Maryland, 
U.S.A., during the years 1938-43.4 The total recorded 
illnesses for persons of all ages was 1,379 a year per 1,000 
interviewed. Non-disabling illnesses accounted for 729 
and those necessitating confinement to home or bed were 
650. The annual average number of days of disablement 
was 15.8 each, which is not dissimilar from our own 
figures of 10 days under 45 and 17 at ages 55-65. Minor 
respiratory cases account for 47% of all cases of illness 
and accident and for 41% of the cases confined to bed 
for one or more days, but only 13% of the number of 
actual days spent in bed of the total so confined. The 
next largest group are the minor digestive diseases, in- 
cluding diarrhoea and enteritis. A special study of the 
chronic cases included in this survey showed that the 
five most prevalent in order of frequency were: arthritis, 
heart disease (not rheumatic), rheumatic fever and rheu- 
matic heart disease, hypertension, and psychoneurosis. 


Disabled Persons 


In considering the burden of disease and accident on 
the community the last set of figures we need to consider 
is the national register of disabled persons. You will 
remember that under recent legislation certain types of 
work are reserved for those on the register and that every 
large employer must employ disabled persons. - The per- 
centage of his total employees is prescribed, and is now 


Tas_e III.—Disabled Persons Register: Nature of Disablement 
(From Ministry of Labour Gazette, May, 1950) 


Ex-Service | Non-exservice Total 
Nature of Disablement 
No. x No. No. 
Amputations .. .. | 43,164 8-0} 32,904 | 8-3 | 76,068 8-1 
Arthritis and rheumatism | 23,659 4-4 | 15,517 3-9 | 39,176 42 
Congenital malformations 836 | 0-2] 14,518 | 3-7] 15,354] 1-6 
Diseases of digestive sys- 
tem .. | 51,825] 9-6] 23,924] 61] 75,749] 8-1 
Diseases of heart, etc... | 33,142 | | 26,111 66 | 59,253 | 63 
Diseases of the lung (not 
tuberculosis) .. | 44,625} 8-2] 29,044] 7-4] 73,669] 7:9 
defects | 18,756] 3-5] 23,918 | 6-1 | 42,674] 46 
Bye defects | 28,727 | 5-3 | 32,804] 8-3] 61,531] 66 
Injuries of head, face, 
neck, thorax, abdomen, 
pelvis, andtrunk .. | 37,503 | 69] 10,2931 2-6] 47,796] 
Injuries and diseases of 
owerlimb* .. -- | 79,007 | 14-6 | 51,137 | 12-9 | 130,144 | 13-9 
Injuries and diseases of 
upperlimb* .. -. | 60,085 | 11-1 | 28,406 | 7-2} 88,491 9-4 
Injuries and diseases of 
spine* .. .. | 13,386 | 2-5] 14,575 | 3-7 | 27,961 3-0 
Nervous and mental dis- 
orders .. | 45,200} 8-3 | 40,275 | 10-2 | 85,475] 
Tuberculosis .. | 32,175 | 5-9] 26,637} 6-7] 58,812 | 63 
Other diseases and dis- : 
abilities | 29,361 5-4 | 24,682] 63] 54,043] 5-8 
Total .. |541,451 |100-0 | 394,745 | 100-0 | 936,196 | 100-0 


* Except tuberculosis. 


3%. Figures published by the Ministry of Labour’ and © 
shown in Table III show that the register contains - 
936,196 names; 13.9% are because of injuries and 
diseases of the lower, and 9.4% of the upper, limb ; 9.1% 
nervous and mental disorders ; 8.1% amputations ; 8.1% 
diseases of the digestive system ; 7.9% non-tuberculous 
diseases of the lung ; 6.6% eye defects ; 6.3% tubercu- 
losis; 6.3% heart disease; and 4.2% arthritis and 
rheumatism. 

Before leaving the subject of disabling illness, I would 
quote the words of Mr. Arthur Blenkinsop, M.P. (unpub- 
lished), when speaking at a centenary meeting of the 
Friern Mental Hospital. He reminded his audience that 
over. a quarter of all loss of work is due to mental distur- 
bance and that 48% of the hospital beds in the country 
are devoted to these illnesses. 


Cost of Health Services 


It is perfectly clear from the information I have been 
able to collect that there is an immense amount of ill- 
health and disability in this country, as indeed in any 
country. It has a crippling effect upon our national 
economy. The cash payments to the sick and injured 
by employers and by the Ministry of National Insurance 
must be staggering. No precise figures have been issued, 
but from answers to Parliamentary questions it appears 
that the latter are of the order of £70,000,000 in a year. 
The estimates for the cost of the National Health 
Service® for 1950-1 are £405,000,000. Hospital treat- 
ment amounts to £238,000,000 and has risen steeply ; 
dental services cost £40,000,000; ophthalmic services 
£24,000,000 ; medicines £26,000,000 ; general practitioner 
services £43,000,000—proportionately, I think we would 
all agree, too low. 

Local health authority services under the National 
Health Service Act cost £34,000,000. This is a mixed 
bag, and only a small fraction is for real preventive 
services. The ambulance service takes £8,000,000 of it. 
I cannot give national figures for the domestic help and 
home nursing services, but the total budget of the Public 
Health Department of the London County Council for 
the National Health Service Act is £3,631,200,” of which 
the ambulance service costs £632,200, the domiciliary 
midwifery service £223,500, day nurseries £841,700, care 
and aftercare services £992,900, including domestic helps 
£458,000, and home nursing £170,000. Some preventive 
services are in this total of £3,631,200: they include 
vaccination and immunization (£31,300 in London), 
health visiting and infant welfare clinics, health educa- 
tion, and the preventive side of chest-clinic work. I have 
not included day nurseries, which absorb about one-fifth 
of the expenditure of the London Public Health Depart- 
ment, as they are not provided primarily for keeping 
healthy children healthy but because of the socio- 
economic circumstances of the mother. I agree, how- 
ever, that it might be argued that they do help to keep 
fit a particularly vulnerable section of the child popu- 
lation. Probably, in all, the cost of direct preventive 
services does not amount to more than about 17.6% of 
the total cost of the local health services in London. If, 
however, the cost of the local health services in London 
is multiplied by ten to give an estimate for England and 
Wales, and if this latter figure is set against the total _ 

«ost of the Health Service, it will be seen that only about 

1.5% of the total expenditure is for direct preventive 
work. There must be mention, however, of other local 
authority services which are preventive in character. I 
refer to the school health service, costing £666,000 in 


as 
m- 
ot 
u- 
ve 
ry 
nm, 
ies 
yw 
im 
>> 
- 
he 
ch 
ed 
to 
ng 
ly 
)). = 
ey 
al 
ar 
ns 
0 
eS 
r- 
at 
of 
th 
eS 
le 
of 
7, = 
n 
yf 
S. 
e 
e 
e 
it 
a 
e a 
h 


1284 June 9, 1951 


HEALTH OF THE NATION 


Barish 
MEDICAL JOURNAL 


London, housing, drainage, collection and disposal of 
refuse, and the provision of open spaces. But most of 
these, except the first, are long-term. 

It must, of course, be borne in mind that, as school 
and industrial medical officers are well aware, diagnosis 
and treatment when carried out early are, in fact, 
preventive in the sense that they prevent the develop- 
ment of more serious illness. This is an important 
aspect for clinicians to appreciate. 


Discussion 


What I have endeavoured to demonstrate up to now 
may perhaps be put into perspective and commented 
upon: 

1. The total burden of ill-health and disability is enormous 
despite the fact that it is probably much less now than it was 
in former years. / 

2. Probably few who are working in one or other branch 
of curative medicine realize the relative contribution, great 
or small as it may be, of their own particular work to the 
alleviation of the total volume of human sickness. 

3. The diseases which figure most in the work of an acute 
general hospital and in the Bills of Mortality are by no 
means in all cases those which are most important from 
the point of view of the national health. 

4. In considering disease from the point of view of the 
national economy we must have regard to (a) its total inci- 
dence ; (b) its average duration; (c) the period of life at 
which its incidence is highest; and (d) its preventability. 

5. We must consider for each disease its aetiology and the 
means of preventing it. If the aetiology of any common 
disease is not definitely known every encouragement must 
be given to those who seek to find it. When it is known, 
preventive measures must be devised and be applied vigor- 
ously. In this connexion I would make an earnest plea to 
clinicians to think more and more about means of preven- 
tion and to take any ideas which occur to them to their 
public health colleagues, who will be only too willing to 
carry out further investigations and endeavour to apply 
preventive measures. 

6. With regard to the individual patients, it is doubtful 
whether sufficient attention is paid by their medical atten- 
dants to inquiry into exactly why they fell ill at that particu- 
lar time and to the giving of advice on how the patients can, 
in future, prevent a further breakdown in health. 

7. The most important diseases from the national point of 
view are: minor catarrhal and respiratory infections ; nerv- 
ous and mental diseases; rheumatic manifestations—acute 


and chronic; tuberculosis; and heart and digestive dis- 


orders. If consideration is given to diseases which cause loss 
of working years of life by prolonged illness or death, 
tuberculosis is much more important than cancer.’ Lives 
saved in early manhood are much more important than 
prolongation of life of the aged. 

8. Accidents are a fruitful cause of impaired capacity and 
loss of public money. More should be done to forewarn 
the public and inform them of how accidents both at home 
and in the street can be avoided. 

9. The lag between a discovery in preventive medicine and 
its application should ‘be reduced. B.C.G. vaccination 
against tuberculosis was discovered 30 years ago. In this 
country it is only now being applied. Immunization against 
diphtheria was also discovered over 30 years ago, but only 
from 1941 has it been vigorously commended to the public 
of this country: In the years before 1941 the deaths from 
diphtheria numbered about 2,500 a year and the cases 
45,000. Deaths now number 200 in a year and cases 4,000. 
The saving of hospital beds amounts to about 5,000 and, 
assuming the low cost of £14 per patient a week and an 
average duration of stay of seven weeks, the annual saving 
is nearly £4,000,000. The cost of immunization is pro- 
portionately almost negligible. 


10. Preventive medicine often involves the discovery of 
early failures to maintain good health so that a chain of 
disease which may have serious consequences may be broken 
at the beginning. Mass radiography of the chest and con- 
tact examinations at chest clinics are examples, but they 
are more or less futile if, when the early case of tubercu- 
losis is found, those who need admission to a hospital have 
to wait months. Routine medical inspections of school- 
children are another method of discovering the beginnings 
of disease. One of the fruits of this has been the L.C.C. 
scheme for dealing with juvenile rheumatism, with, as its 
objective, a reduction in the incidence of and mortality 
from rheumatic heart disease. 

11. The psychoses and psychosomatic illnesses are prob- 
ably the greatest single group of causes of unhappiness and 
inefficiency. Increasing attention is being given to preventive 
psychiatry, but, beyond a realization that many cases of 
juvenile maladjustment and adult mental illness arise from 
wrong handling of the infant and young child, little is yet 
known, and even that which is known is seldom applied. 


The above are but a few examples of the reflections 
which occur to me on considering the facts included in 
the first part of this address. It must be clear to all that 
a considerable proportion of the man- and woman-power 
and of the wealth of this country is being used in an 
endeavour to make our people healthier. We have a 
great National Health Service, but it is mainly for the 
cure of disease, and more and more money is required 
for this purpose. It is for administrative purposes 
divided into three sections: (1) the hospitals and- 
specialist service ; (2) the general practitioner, general 
dental, pharmaceutical, and supplementary ophthalmic 
services ; and (3) the local health authority services. I 
wish, however, to emphasize that there is only one health 
service, not three, and each must play its proper part in 
both the curative and the preventive services. 


The hospital and general-practitioner sides have impor- 
tant parts to play in the preventive services by the giving 
of advice on aftercare and prevention to their individual 
patients,’ and by endeavouring to fathom the reasons why 
particular diseases are specially prevalent in any locality 
or group of people. Often this can best be done by 
keeping good records and calling upon the local health 
officer to help to solve the problem. As already men- 
tioned, the local health authorities’ services include some 
which belong to the curative field—for example, home 
nursing and aftercare—and, in these, close co-operation 
with the other two branches is required, but the essential 
part of the work of local health authorities is to employ 
experts in the preventive field. 

I plead for a much closer relationship between the 
health officer and his staff and those engaged primarily 
on the curative side. If for no other reason than the 
mounting cost of the curative services, more and more 
attention will have to be paid to prevention. The health 
officer cannot, however, attempt to apply general preven- 
tive measures unless he has accurate knowledge of the 
incidence of disease in his area, and this means the keep- 
ing of records in such a form that they can be analysed 
by districts, places of work, occupations, etc. Much 
useful information can be obtained and thoughts formu- 
lated by general conversation in the nature of “ shop.” 
One of the great values of comprehensive health centres, 
where both general practitioners and public health 
doctors will work in the same building, will be this close 
personal contact between the two groups so that each | 
can call upon the other to help solve either problems 
relating to individual patients or more general problems 
relating to the prevention of disease in the locality. 
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Similarly, it would help to facilitate this exchange of 
views and a realization that both sides form a team if 
the local health officer could have some attachment to his 
local hospital and be welcomed in their common-rooms 
and committees as one of themselves. 

I must apologize for presenting so many figures, but 
it was essential to a proper understanding of what is the 
burden of ill-health which it is the duty of our National 
Health Service to try to reduce. My main thesis is that 
it is only by a “ teaming-up,” as they say in America, of 
the curative and preventive sides that progress can be 
made. 

I wish to express my indebtedness to Mr. Benjamin and 


Mr. Gore, of the Statistical Section, and to Mr. Trendell, of 
the Library and Information Section of the Public Health Depart- 


ment of the London County Council, for valuable help with the * 


figures and references. 
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The dramatic results obtained by Hench et al. (1950) in 
the treatment of rheumatoid arthritis by the systemic 
use of cortisone gave rise to the hope that cortisone 
would be a helpful therapeutic agent in those ophthalmic 
conditions that seem to have an allergic origin. It had 
also been found that certain ophthalmic diseases were 
benefited in patients who were being treated for rheu- 
matoid arthritis with systemic cortisone (Moore et al., 
1951). 

When this investigation was begun (July, 1950) there 
were no publications available to us dealing with the 
local use of cortisone in the treatment of ophthalmic 
lesions. It was therefore necessary, in the first place, 
to find out by clinical trial the optimum dosage and 
the most suitable method of administration. We found 
that the instillation of a drop of cortisone acetate suspen- 
sion into the conjunctival sac did not produce any irrita- 
tive reaction. As a number of therapeutic agents which 
are used in the local treatment of ophthalmic conditions 


\ 


have their maximum therapeutic effect when injected 
subconjunctivally this method of administration was 
next tried, and likewise produced no irritative symp- 
toms when administered in the concentration and volume 
mentioned below. 

The cortisone used was generously given free by 
Dr. James M. ‘Carlisle, Medical Director of Messrs. 
Merck & Co., to the Medical Research Council of 
Ireland through Professor Henry Moore; for this 
investigation it was in the form of cortisone acetate 
ointment (25 mg. per g.) and a 2.5% suspension in 
saline (25 mg. per ml.) for instillation, both being bland 
when introduced into the conjunctival sac. 


Parallel Work 


It is of interest that other investigators, working 
independently, have come to similar conclusions about 
dosage and mode of administration and adjudge the 
therapeutic value of cortisone, in the main, much as 
we do. The first report was by Henderson (1950). 
Steffensen et al. (1950) record the use of a saline suspen- 
sion of cortisone administered topically (4 volumes of 
isotonic saline to: 1 volume of the original crystalline 
cortisone suspension) in four ophthalmic cases. These 
cases had, in addition, received systemic treatment with 
A.C.T.H. and cortisone. One of these, a case of luetic 
interstitial keratitis, showed continued improvement with 
the use of cortisone topically after the systemic treat- 
ment with cortisone had been suspended. Woods (1950) 
reports upon the use of cortisone locally in eight cases. 
Only one of these received systemic cortisone in addi- 
tion. He concludes that cortisone administered locally 
in the conjunctival sac has a profound effect in the 
control of external ocular inflammation, the beneficial - 
effect being uniférmly observed after two to four days’ 
intensive treatment, but that it has not yet been demon- 
strated that cortisone has any effect on the exudation 
in the vitreous. Koff et al. (1950) report that, out of 
nine patients with acute or acute recurrent iritis treated 
with subconjunctival injections of cortisone, eight were 
decidedly improved. They injected 0.2 to 0.4 ml. 
(25 mg./ml.), the injections being repeated in 48 to 
72 hours where necessary. 


Present Investigation 


As our investigation was a clinical one, and as most 
of the cases were being treated by the local use of cor- 
tisone, it was considered that laboratory tests would not 
be of assistance in helping to regulate the dosage. 

The use of cortisone locally in ophthalmic conditions 
has advantages. When used locally, such small quantities 
are required that the cost of the hormone is not a 
serious obstacle and no side-effects need be feared. The 
impression gained was that the method of choice is in 
the first instance by subconjunctival injection followed 


*Third Report of the Cortisone Clinical Subcommittee 
Crt Henry Moore, Chairman and Clinical Director, Pro- 
essor W. J. E. Jessop, and Dr. D. K. O’Donovan) to the Medical 
Research Council of Ireland. Three circumstances led to this 
work being undertaken: (a) the first case of rheumatoid arthritis 
treated by our cortisone team also suffered from severe episcleritis ; 
on the fifth day of intramuscular cortisone treatment the epi- 
scleritis had completely disappeared; (b) a short time after that 
observation Henderson’s work in the Mayo Clinic on the use of 
cortisone in ophthalmic diseases became known to us; and (c) the 
free gift of cortisone preparations for use in ophthalmic 
diseases became available to us. Consequently, the_Cortisone 
Clinical Subcommittee of the Medical Research Council of 
Ireland requested Drs. Lavery, Werner, O'Donoghue, Guinan, 
and Macdougald to undertake the study described in this 
under its general direction. 
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by the instillation of cortisone drops every two hours 
during the day and the insertion of some of the ointment 
into the conjunctival sac last thing at night, the sub- 
conjunctival injection of cortisone being given every 
second day. The number of subconjunctival injections 
required varies from case to case, and local treatment 
should be continued until the inflammatory condition 
has subsided or until it is apparent that no response is 


being obtained. 


If a relapse occurs the treatment should 
again be instituted. 


The subconjunctival injections were found to be 
entirely painless if local analgesia had been previously 
produced by the application of a pledget of cotton- 
wool that had been soaked in 2% butacaine sulphate 
(“ butyn ”) at the site of the intended injection. 

Only one patient complained of a smarting sensation 
being caused by the eye drops ; the bland and soothing 
effect of the ointment and drops was remarked upo 


by many. 
Notes on the treatment of 83 cases are set out below. 
Table of Cases 
Diagnosis Iwo. of Result 
Interstitial keratitis .. 9 | Symptoms relieved within 24 hours in 8. Six 


these had had other treatment. without 
result, for wi before institution of 
cortisone. Rate of clearing of corneal! 
opacification much hastened by cortisone. 
one case did not respond. Tieat- 

ment was carried out for from three weeks 


Other t of vascular 
keratit WO asso- 
ciated with acne rosa- 
cea 


Symptoms relieved in six cases, but in only 
one case was there improvement in visual 
acuity. Two cases did not respond to 
treatment 


Keratitis and _ irido- 
micus 


Rapid relief of syniptoms. Visual acuity, 
which had fallen to 6/18, came up to 6, 
after two weeks’ cortisone treatment. No 
relapse over a period of three months 


Not improved. This was the case that 
complained that the drops produced a 
smarting sensation 


Corneal burns: 
Lime oe 


Alkali oe 


Two of the lime burns were fresh cases; in 
these treatment appeared to have no 
effect. In the other two treatment was 

late; corneal opacification was 

and one showed improvement in 

visual acuity from “* hand movements ” 
to 3/60 in two weeks. No improvement 
in visual acuity in alkali acid burn cases 


Marked and rapid improvement. Area of 
corneal opacification reduced to a 
quarter of its former size. Period of 
treatment required was two weeks. No 
relapse up to five months after cessation 
of treatment 


Condition still active, blisters being present 
on buccal mucous membrane. Symptoms 
rapidly relieved with clearing of sym- 
blepharon from cornea. Owing to cloud- 
ing of cornea, no improvement in vision 
occurred in spite of continuance 
treatment for a further five weeks after 
initial relief of symptoms 


12 


In one case, a dendritic ulcer, healing 
occurred in 48 hours; this case had been 
resistant to other treatment for three 
weeks. In three the lesion healed within 
four days, subjective symptoms having 
been abolished within eight hours. In 
eight cases, beyond producing some relief 
in subjective symptoms, the condition did 
not appear to be influenced by tica:ment 


Objectively, the corneal condition appeared 
to be unimproved, but the visual acuity 
increased from 3/60 to 6/60. No further 


It seems that local cortisone treatment did 
not have any beneficial influence 


Follicular conjunctivitis 


Rapid relief of symptoms. Follicles 
resolved in two weeks. No relapse had 
occurred up to five months later 


improvement in visual acuity occurred. - 


Continued from previous columa 


Diagnosis 


No. of; 
Cases 


Result 


Episcleritis .. 


The two areas of inflammation which were 
present disappeared after five days’ 
treatment. No relapse had occurred up 
to four months later 


Scleritis 


No improvement in three. In the fourth 
case raised intraocular tension was asso- 
ciated with the condition; a subconjunc- 
tival injection of cortisone brought the 
tension down from 40 to 29 mm. Hg 
(Schitz) in eight hours; no myotic was 
used. Intraocular tension again rose to 
former level in 48 hours, when it was 
controlled by myotics 


Sympathetic ophthalmia 


First case came under treatment at begin- 
ning of condition on 3/10/50; the keratitis 
punctata disappeared after three days’ in- 
tensive local cortisone treatment. and five 
months later showed no recurrence. The 
other case, which came under cortisone 
treatment when condition had been long 
established, was improved; this case is - 
discussed in detail below 


Reaction to retained lens 
cortex after extra- 
capsular extraction of 


Rapid removal of symptoms and of injec- 
tion of affected eye. One case. which had 
weeks’ treatment, relapsed three 
months after suspension of treatment. In 
the other case a permanent good result 
was obtained after two weeks’ treatment 


Intraocular infection fol- 
lowing extracapsular 
extraction of cataract 


On second day after operation wound infec- 
tion was present and there was pus in 
anterior chamber. Hourly instillation of 
cortisone drops begun forthwith. Corti- 
sone ointment used at night. Penicillin 
injected subconjunctivally daily and every 
four hours intramuscularly. On fourth 
day ol! treatment wound was clean and 
pus in anterior chamber had 
absorbed. It is not possible to estimate 
what t. if any, cortisone played in 
achieving this result 


Iridocyclitis following 
intracapsular extrac- 
tion of cataract 


Three days after operation the which 
had been operated upon show 
ciliary injection and vitreous haze. No 
response to usual treatment. After two 
subconjunctival injections of cortisone 
the eye became almost white and clearing 
of vitreous opacities was noticed 


In eight, rapid relief of symptoms and much 
improvement in visual acuity; these were 
all early cases; none relapsed over a 
petiod of six weeks to three months; 
seven showed some relief of symptoms; 
seven appeared to be uninfluenced by the 
treatment. Details of two cases showing 
value of early cortisone treatment are 
given below 


Eales’s disease 


In one case, which before cortisone treat- 
ment had been stationary, visual acuity 
= my from 1/60 to 6/60 in two weeks. 
Other three cases were uninfluenced by 
treatment 


Exudative choroiditis. . 


One case had local treatment only; the 
lesion cleared up, but it is doubtful 
whether treatment had any effect in 
bringing about resolution. The other two 
cases had systemic cortisone treatment as 
bo wag local treatment, and are discussed 


Macular exudate and 
vitreous opacities 
associated with arth- 
ritisin a child 


Unimproved on subconjunctival injections 
over two Months 


Retinal detachment 
secondary to tu 
culous uveitis 


No improvement in vision or in retinal 
condition. Eye became white after one 
month of local cortisone treatment, brt 
again became injected three months later. 
Local cortisone treaiment has beer 
resumed 


A survey of the above 83 cases shows that 27 were . 
much improved, 22 were moderately improved, and 34 
were unimproved by local cortisone treatment. 

In a series of 14 consecutive cataract extractions by 


‘one of us there occurred post-operative reactions of an 


unusual kind, manifested by “red-eye,” increased con- 
junctival secretion, and, in some cases, mild cyclitis. 
In the next six cases which came for cataract extrac- 


tion the effect of a prophylactic subconjunctival injection 
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of cortisone was tried. The injection was given as 
soon as the operation was completed. In four out of 
the six cases the post-operative course was uneventful. 
In the first of the two remaining cases the eye which 
had been operated upon remained white for six days 
after the operation ; on the seventh day circumcorneal 
injection appeared. A further subconjunctival injection 
of cortisone was given, with the result that the eye again 
became white and no relapse occurred. In the second 


of these two cases vitreous was lost upon completion of | 


the section and the lens was removed with a vectus. 
Severe cyclitis developed, and did not yield to a second 
subconjunctival injection of cortisone on the seventh 
post-operative day. This series of cases suggests that 
cortisone may be of value as a prophylactic against 
post-operative reaction in ophthalmic surgery. 

As will be seen, dramatic results were obtained in 
eight out of nine cases of interstitial keratitis. It may 
be of significance that in the one case which failed to 
respond the blood Wassermann reaction was negative 
(two tests) at the time the cortisone-treatment was begun, 
while in the other eight cases it was positive. This 
patient had had interstitial keratitis in his other eye 11 
years previously, and at that time the blood W.R. was 
positive before antisyphilitic treatment was instituted. 

Details of two cases which show the value of the 


early institution of the cortisone treatment are as follows. 


Case 1. Iridocyclitis 


A woman aged 26 was first seen on March 7, 1940, when 
she had a severe iridocyclitis in her left eye. The visual 
acuity of the eye was reduced to 3/60. General investiga- 
tion was negative except for a strongly positive Mantoux 
reaction to 1/10,000 old tuberculin. She was treated with 
protein shock produced by intravenous injection of T.A.B., 
large doses of sodium salicylate by mouth, and 1% atropine 
drops locally. After six weeks’ treatment the condition 
subsided, with a resultant visual acuity of 6/12. On 
November 24, 1950, the iridocyclitis had recurred in the 
left eye. Extensive keratitis punctata was present, and 
there were inflammatory cells in the vitreous. Vision in 
the left eye was again reduced to 3/60. Two sub- 
conjunctival injections of cortisone, with a day’s interval 


’ between them, were given, and cortisone drops were instilled 


every two hours during the day. On November 28 the 
affected eye had quieted down, the keratitis punctata 
started to shrink, and the vision had improved to 6/18. 


_On December 4 only vestiges of the keratitis remained, 


and the vision was 6/12, which, it will be noted, was the 
degree to which it had reached after the 1940 attack had 
subsided. The local treatment with cortisone was dis- 
continued on January 9, 1951. When last seen on 
January 31 there were no signs. of a recurrence of the 
condition, and vision was still 6/12. 


Case 2. Iridocyclitis 


A man aged 26 was first seen on December 1, 1950. He 
gave a history that vision had begun to fail eight days 
previously. Vision in the right eye was 6/18, in the left 
eye 6/36. Both eyes showed the presence of fine keratitis 
punctata and vitreous haze. Subconjunctival injections of 
cortisone were given to both eyes on December 1, and he 
was put on 1% atropine drops. On December 6 vision in 
the right eye was 6/12, in the left eye 6/24 ; subconjunctival 
injections of cortisone were given to both eyes. On 
December 13 vision in the right eye was 6/12, in the left 
eye 6/18; keratitis was much less and vitreous haze had 
diminished ; subconjunctival injections of cortisone were 
repeated. On December 22 vision in the right eye was 
6/9, in the left eye 6/18 ; media clearer, very little keratitis 
present; subconjunctival injections of cortisone were 
repeated. On January 10, 1951, vision in right eye was 


6/6, left eye 6/9; no keratitis present and media clear. 
No relapse had occurred up to February 22. 

In four cases, in addition to local treatment, cortisone 
was administered intramuscularly. Details of these cases 
are as follows. 


Case 3. Sympathetic Ophthalmia 
A man aged 41 was first seen on May 10, 1945, when he 


-gave a vague history of some pitch dust having got into 


his right eye two days previously. A hypopyon ulcer was 
present in the right eye, in which vision was reduced to- 
appreciation of hand movements. The vision of the left eye 
was 6/9. The condition did not: respond to routine treat- 
ment. On May 18 Saemisch’s section was performed. The 
inflammation subsided, leaving a large leucoma in the right 
cornea. When seen again on September 8 the right eye was 
injected and vision in it was nil ; that of the left eye was 6/36. 
The left eye showed presence of keratitis punctata. Next 
day the right eye was enucleated. The condition of the left 
eye continued to deteriorate and intensive routine treatment 
was carried out. 

On October 27 local cortisone treatment of the left eye 
was begun; the eye became white, but no visual improve- 
ment resulted. After the extraction of 10 septic teeth on 
November 7 the eye flared up again. Intramuscular injec- 
tions of cortisone, 100 mg. a day, was begun on December 3. 
The vision was then 2/60. The eye rapidly became. white. 
On December 7 the dose of cortisone was reduced to 50 mg. 
daily. On the 12th vision was 6/60 and there was a little 
clearing of vitreous cloud, but from this date gradual 
deterioration set in, and on January 9, 1951, the vision 
was 4/60 and the opacification of the vitreous had increased. 


Case 4. Recurrent Choroiditis in Both Eyes 


This patient was a woman aged 27. On July 26, 1950, 
her right eye was in a quiescent condition, but the left eye 
showed recurrence of gross vitreous haze with reduction of 
visual acuity to appreciation of hand movements. On July 27 
local cortisone treatment was begun in the left eye, sub- 
conjunctival injections being given every second day for 
17 days. Gradual improvement, with slow clearing of 
vitreous in the left eye, resulted. At the end of this period 
of treatment the fundus could be clearly seen and the eye 
was “quiet.” Vision of the left eye was only 2/60, as the 
macula had been damaged. 

On August 31 a recurrence in the right eye was demon- 
strated by the presence of a large active focus in the macular 
region accompanied by dense vitreous haze. Next day treat- 
ment with cortisone tablets (100 mg. daily) was begun. In 
two days the vitreous of the right eye had become much 
clearer and the choroidal exudate had greatly diminished. 
In four days the choroidal exudate could scarcely be seen ; 
after that the vitreous continued to clear more slowly. At 
the end of two weeks the cortisone tablets were discon- 
tinued, and cortisone ointment was substituted, four times 
daily in both eyes. 

On November 4 the condition recurred in the left eye, 
with gross vitreous haze, and no view of fundus could be 
obtained ; vision was reduced to appreciation of hand move- 
ments. Treatment with cortisone tablets was restarted, 
25 mg. four times daily, and was continued for four days, 
after which cortisone intramuscularly was _ substituted, 
100 mg. daily for three days and 50 mg. daily for a 
further three days; the vitreous gradually cleared, until 
at the end of seven days’ treatment a clear view of the 
left fundus was obtained and no active choroidal lesion 
was visible. Treatment was continued with cortisone oint- 
ment four times daily. 

On December 4 the right eye again relapsed, with the 
appearance of a large choroidal exudate. On the 6th 
parenteral treatment with cortisone 100 mg. daily was again 
instituted. On the 11th the eye had again become quiet and 
the massive exudate was completely absorbed. Up to two 
months later no relapse had occurred. 
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Case 5. Recurrent Choroiditis 

A girl aged 15 complained on October 3, 1950, of blurred 
vision in her left eye, which she had first noticed two weeks 
previously. Examination showed a large raised area of 
exudate in the left macular region with cells in the vitreous ; 
vision in the right eye was 6/5, in the left eye 1/60. X-ray 
films of the chest, Mantoux, and Wassermann reaction were 
negative. Nose and throat examination revealed septic 
tonsils, which were removed. On October 9 initial treat- 
ments consisted of sulphonamides and intramuscular penicil- 
lin while the patient was being investigated. 

On October .12 local cgrtisone treatment (left eye) was 
substituted. The exudate showed some reduction in size 
within 12 days, but vision was still 1/60. She was trans- 
ferred to a general hospital, where parenteral cortisone was 
given. In four days the area of the exudate had diminished 
to a quarter of its former size. On November 23 the exudate 
had completely disappeared, leaving a scar. As was to be 
expected, central vision in the left eye showed little improve- 
ment, coming up from 1/60 to only 3/60. 


Case 6. Choroiditis 


A man aged 22 was first seen on December 16, 1950, when 
he gave a history that about a week previously the vision of 
his left eye had begun to diminish. Vision in the right eye 
was 6/6, in the left eye 6/36. His left eye showed the 
presence of keratitis punctata, posterior synechiae, and such 
gross vitreous opacities that a view of the fundus could not 
be obtained. The blood Wassermann reaction was negative. 
X-ray films of the chest did not reveal any abnormality. 
The Mantoux test with 1: 1,000 old tuberculin was negative. 
Examination of the nose and throat did not reveal any focus 
of infection. An X-ray film of the teeth revealed an apical 
abscess at the root of an upper incisor; this tooth was 
extracted. Locally, the eye was treated with atropine 
sulphate solution 1%. General treatment consisted of 
intravenous T.A.B. injections, .“sulphairiad’’ by mouth, 
intramuscular penicillin, and a course of para-aminosalicylic 
acid by mouth. On January 6, 1951, the condition was un- 
improved ; vision in the right eye was 6/6, in the left eye 
6/36. Intramuscular cortisone was begun, 50 mg. daily for 
three days; all other treatment, with the exception of local 
treatment of the left eye with atropine sulphate solution 
1%, was suspended. On the next two days the dose was 
increased to 100 mg. daily. It was then raised to 200 mg. 
daily for five days. On January 17 the vision of the left 
eye had improved to 6/9 and the opacification of the 
vitreous showed diminution; reduction in dosage was 
begun on this date, the quantity injected being reduced 
by 25 mg. every third day. On February 1, the date 
upon which cortisone treatment was suspended, the vision 
of the left eye was 6/5, only slight vitreous haze was 
present, and a clear view of the fundus could be obtained ; 
a large area (about three disk diameters) of “healed 
choroiditis ” was observed in the upper nasal quadrant. 


Further Work 


Fifty other cases of various ocular diseases have been 
treated by local cortisone therapy, in the main with 
similar results to those described above. 

One case of sympathetic ophthalmia treated with intra- 
muscular cortisone is of particular interest, and, although 
the case is not yet completed, a short outline is here 
given. 

On January 15, 1951, a boy aged 11 was admitted to 
hospital under the care of Dr. Desmond Douglas. Ten 
days previously his left eye had been struck by a stick. 
There was a penetrating wound .in the left cornea in which 
iris tissue was incarcerated. The prolapsed iris was excised 
and the corneal wound was covered with a conjunctival 
flap. On January 26 he was discharged from hospital ; the 
left eye was “ quiet ” and the visual acuity was: right eye 


6/6 and left eye 6/9. He returned for observation on 
February 9; slit-lamp examination of the left eye showed 
oedema of the corneal epithelium. : 

On February 19 the visual acuity of the left eye had 
fallen to 6/18, the margins of the optic disk were blurred, 
and cellular deposits were present on the posterior corneal 
surface ; the right eye showed early bedewing of the corneal 
endothelium and cellular deposits on the posterior corneal 
surface. The boy was readmitted to hospital. The eyes 
-were treated locally with atropine ; general treatment con- 
sisted of “aureomycin” and sulphatriad by mouth and 
penicillin by intramuscular injection. On February 21 the 
left eye was enucleated ; subsequent pathological examina- 
tion of the excised eye showed the presence of the changes 
typical of sympathetic ophthalmia ; the visual acuity of the 
right eye at that time was 6/9, and treatment with intra- 
muscular injections of cortisone was begun, 100 mg. being 
given daily. On February 23 slit-lamp examination showed 
that the endothelial bedewing on the posterior surface of the 
right cornea had disappeared. On the 24th gradual reduc- 
tion in the dose of cortisone was begun. On cessation of. 
the cortisone treatment on March 10 visual acuity of the 
right eye was 6/6. Slit-lamp examination did not show the 
presence of any inflammatory signs. On March 21 slit-lamp 
examination showed a recurrence of endothelium bedewing 
of the cornea, but the visual acuity of the right eye was 
still 6/6. Intramuscular cortisone was reinstituted, 100 mg. 
daily for three days. In addition, cortisone was administered 
subconjunctivally every second day. On March 24 the endo- 
thelium bedewing was reduced in amount and the dosage 
of intramuscular cortisone was reduced to 75 mg. daily for 
three days and the subconjunctival injections of cortisone 
were discontinued. On the 30th the dosage of intramuscular 
cortisone was reduced to 25 mg. daily, and this dosage has 
been continued up to April 4. The right eye does not now 
show the presence of any inflammatory signs. It is intended 
to maintain the patient on small doses of intramuscular 
cortisone for a further 10 days, and a careful watch will be 
maintained for the first signs of a relapse. 


This case will be reported upon fully later. It seems 
probable that in sympathetic ophthalmia cortisone treat- 
ment may have to be continued for a considerable period 
after signs of activity have disappeared (as in the 
cortisone treatment of rheumatic fever). 


Discussion 


The impression gained from this investigation is that 
in cortisone we have a very much more powerful agent 
for the control of allergic reactions in the eye than has 
been available heretofore. As a number of eye condi- 
tions have an allergic basis, cortisone should be a very 
valuable therapeutic agent in their treatment. If ocular 
inflammatory reaction can be kept under control while 
the basic cause is being dealt with, or until it ceases to 
operate, permanent damage to the eyes may be avoided. 
Cortisone does not appear to have any curative effect 
upon the underlying disease, and hitherto irreversible 
pathological changes remain uninfluenced ; therefore it 
should be stressed that the greatest benefit from the 
hormone treatment will be obtained when it is begun 
early in the course of a case. It is inadvisable to delay 
the use of it while prolonged or time-consuming investi- 


gations are being carried out or while other treatments. — 


are being given a trial. As might be expected, the good 
effects of local cortisone are confined to conditions 
involving the anterior segment of the eye. In those of 
the posterior segment amenable to cortisone treatment, 
its parenteral use is indicated. 

The rapidity with which massive exudates resolve after 
the institution of parenteral treatment is astonishing, 


but, as is often the case, if the cause has not been 


4 
4 
= 
| 
- 
= 
{ 
_§ 
{ 
| 
> 
} 
vee 3 
| 
| 
| 
} 
; 
| 
“~~ 
dr 


JuNE 9, 1951 


CORTISONE IN DISEASES OF THE EYE 


Tourn 1289 


removed relapses are prone to occur if the treatment is 
stopped. . 

It was noted above that the local use of cortisone pro- 
duced disappointing results in scleritis. It seems to us 
that for this condition it is necessary to give cortisone 
parenterally. This suggestion is supported by the fact 
that a case of scleritis (not described in this paper), 
associated with rheumatoid arthritis which was being 
treated (by Professor Henry Moore and Dr. Mervyn 
Abrahamson) with intramuscular injections of 100 mg. 
of cortisone daily, cleared up completely in five days. 
The scleritis had previously been resistant to the accepted 
forms of treatment. On withdrawal of the cortisone, 
both the rheumatoid arthritis and the scleritis relapsed, 
but were again controlled upon the reinstitution of the 


treatment. 
Summary 


Cortisone has been used in the treatment of a variety of 
eye conditions (143 cases in all), mostly administered by 
subconjunctival injection or in the form of drops. Inter- 
stitial keratitis was particularly benefited, and iridocyclitis 
also improved rapidly in most cases. Treatment of two 
cases of sympathetic ophthalmia with systemic cortisone was 
successful. It is concluded that cortisone is very valuable 
in the control of allergic reactions in the eye, but has no 
effect on any underlying disease which may be the basic 
condition. 


We express our thanks to our ophthalmological colleagues who 
gave us access to their cases for the purpose of this investigation. 
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TOPICAL CORTISONE IN TREATMENT 


OF SYPHILITIC OCULAR DISEASE 


BY 
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Infirmary, Leeds 


Jones and Meyer (1950), Woods and Wood (1950), and 
Leopold et al. (1951) have studied the action of 
A.C.T.H. and cortisone on experimental ocular inflam- 
mation. Reports of clinical trials in ocular diseases with 
A.C.T.H. have been made by Blake et al. (1950), Gordon 
and McLean (1950), Mann and Markson (1950), McLean 
(1950), and Olson et al. (#950) ; with A.C.T.H. and corti- 
sone by Harvey et al. (1950) and Woods (1950) ; and with 
cortisone by Henderson (1950), Henderson and Hollen- 
horst (1950), Fitzgerald et al. (1951), Leopold et al. 
(1951), Olsen et al. (1951), Scheie et al. (1951), Steffensen 
et al: (1951), and Thygeson and Fritz (1951). 

The indications for the use of these hormones were 
discussed by these authors in the light of their relatively 
short experience, and all were agreed on the dramatic 
effects in various inflammatory and exudative conditions 
of the eye, especially in those in which hypersensitivity 
plays a part. It appeared that the earlier the hormone 
Was administered in the course of the disease the more 
dramatic and beneficial were the results. After the end 


of treatment relapses occurred in Some conditions, but 
readministration of the hormone controlled. them. 

Woods (1950) described the effect of topical cortisone 
as being as dramatic in some cases as when cortisone 
was used parenterally, and summarized its advantages as 
being: “ (1) That much smaller amounts of the hormone 
are required, (2) that the depressant action of exogenous 
cortisone on the adrenal cortex might be avoided, and 
(3) that any effect obtained by local treatment might be 
nore permanent, since the normal secretion of cortisone 
by the adrenal cortex might not be seriously interfered 
with by the instillation of small amounts of exogenous 
cortisone.” He instilled one drop of cortisone suspen- 
sion (25 mg./ml.) into the eye every hour during the day 
and every two hours during the night, but had to dilute 
the suspension 1 : 4 in two out of eight cases on account 
of local irritation. Harvey et al. (1950) found that in 
most of their 12 cases local instillation of cortisone 
was just as effective as parenteral administration of either 
A.C.T.H. or cortisone, but that the former method did 
not influence vitreous exudation or changes in the 
posterior uveal tract. 

Steffensen et al. (1951) listed the conditions responding 
to the instillation of cortisone among 24 cases of 
“ anterior-segment ” eye disease. Thygeson and Fritz 
(1951) treated 14 cases of phlyctenular keratoconjunc- 
tivitis successfully with cortisone instilled into the eye 
or injected subconjunctivally. Leopold et al. (1951) 
listed the conditions responding to cortisone adminis- 
tered parenterally, by local instillation, and by sub- 
conjunctival and retrobulbar injection, based on the 
treatment of 142 eyes. ; 

As most cases of inflammatory and exudative ocular 
disease in patients with syphilis behave as if they were 
manifestations of “ hypersensitivity,’ A.C.T.H. and 
cortisone would be expected to be of value in their 
management, but the literature on the use of these hor- 
mones in syphilitic ocular disease is small. Fitzgerald 
et al. (1951) reported rapid improvement (and no relapse 
after four months’ observation) with parenteral cortisone 
in a case of acute syphilitic granulomatous uveitis. 
Reports on cases of interstitial keratitis have been made 
by Woods (1950) (one case, advanced and with corneal 


- necrosis) ; Fitzgerald et al. (1951) (one case, with chronic 


non-granulomatous uveitis) ; Leopold et al. (1951) (four. 
cases, no details given) ; Olsen et al. (1951) (one case, 
“ atypical”); and Scheie (1951) (three cases, one of 
which was advanced with the “salmon patch” type of 
vascularization). 

It is difficult from these reports to assess the results 
in interstitial keratitis in view of the small number of 
cases,~the differing methods of administration of the 
hormone, and the limited data provided, but the results 
on the whole were disappointing. Greater success 
appeared to be obtained when the hormone was used 
early in the course of the disease and for.a prolonged 
period. 

Clinical Trial 


In this investigation cortisone has been used in five 
cases of syphilitic ocular disease. All the patients were 
admitted to hospital for treatment. Thé drug was used 
topically in a strength of 5 mg./ml. of normal saline, 
one drop being instilled three-hourly day and night 
(except where otherwise stated). Only brief clinical 


details are given, as the objects of this communication 
are (1) to confirm the beneficial effects of topical cor- 
tisone ; (2) to indicate that it has an application in ocular 


4 
n on 
owed : 
had 
irred, 
rneal 
rneal 
rneal 
eyes 
con- 
and 
1 the 
nina- 
anges rs 
f the 
intra- 
being 
| 
f the é 
educ- 
mn of. 
f the 
the 
lamp 
| 
was 
) mg. 
tered 
-ndo- 
y for 
isone 
cular 
e has | 
now a 
nded 
cular a 
ill be 
eems 
treat- 
eriod 
° 
gent | 
yndi- 
very 
cular 
while 
es to 
ided. 
ffect 
sible 
re it 
the | 
egun 
lelay 
esti- 
vents 
zood 
ions 
eof 
rent, 
after 


1290 June 9, 1951 


CORTISONE IN SYPHILITIC OCULAR DISEASE 


Bursa 
MeEpicaL JouRNAL 


conditions associated with syphilis; and (3) to draw 
attention to the needs of some of those ocular conditions 
in which relatively small doses of cortisone give excellent 
results—an important matter at this time, when only a 
limited supply of the hormone is available. 


Case 1. Acquired Syphilis 

The patient, a man aged 42, probably acquired syphilis 
in 1945. He developed bilateral acute iridocyclitis at the 
beginning cf September, 1950, his blood Wassermann re- 
action being positive. He was first seen on October 3, 
when no other clinical evidence of syphilis was found, and 
x-ray examination of the chest revealed no disease. The 
positive W.R. was confirmed. * The cerebrospinal fluid was 
normal, 

Between October 3 and December 6 the patient was 
treated (in hospital, with the exception of one period of 
six days) with atropine instillations and local hot bathing, 
two separate courses of 10,000,000 units of penicillin, weekly 
injections of neoarsphenamine and bismuth, and five periods 
of artificial fever induced by graded doses of T.A.B. vaccine. 
Apart from one or two transient improvements, the ocular 
condition deteriorated, pain and photophobia persisted, there 
was gross impairment of vision in both eyes, and the patient 
was quite incapacitated and very depressed. 

All systemic and local treatment was stopped on 
December 6, and, as local sensitivity to atropine had 
developed, “lachesine E.3" was substituted for atropine. 
(This would appear to have been unnecessary in the light 
of the experience of Woods (1950), who found in one case 
that sensitivity to atropine was controlled by cortisone.) 
Saline drops were instilled three-hourly for three days, with 
no change in the local condition, and on December 9 corti- 
sone was substituted, one drop being instilled in each eye 
three-hourly. Within 12 hours discomfort in the eyes was 
almost completely relieved and vision had begun to improve 
strikingly. Within two days there was obvious rapid regres- 
sion of the inflammatory changes, and four days after start- 
ing cortisone vision was 6/9 in each eye. The psychological 
change in the patient was equally dramatic. The cortisone 
was reduced to six drops in 24 hours on December 16. On 
the 18th no residual inflammatory or exudative changes could 
be detected. Cortisone and lachesine were stopped, and the 
patient was discharged from hospital on December 20. 

Antisyphilitic treatment was restarted. The blood W.R. 
was negative on December 28, and has been negative on 
several occasions since, supporting the probability that the 
infection was recent in origin. The eyes have remained 
normal up to the patient’s last visit on April 3, 1951. 


Case 2. Congenital Syphilis 

A man aged 27 developed acute interstitial keratitis in 
the right eye at the beginning of February, 1950. He was 
first seen on March 3. His blood W.R. was strongly posi- 
tive, and Hutchinsonian incisors were present. He was 
admitted to hospital and treated with local atropine and 
hot bathing, penicillin (10,000,000 units), artificial fever 
(eight rigors induced by intravenous T.A.B. vaccine), then 
a further course of penicillin (10,000,000 units). At the 
end of this treatment there was considerable improvement 
in the eye ; it had begun during the fever therapy, but there 
were still signs of activity eight weeks after the onset of 
symptoms. The man was observed at intervals as an out- 
patient, and the eye was first noted to be perfectly clear.on 
April 18. 

He remained free of symptoms until about the middle of 
December, when he developed acute interstitial keratitis in 
the left eye. He was not seen until January 11, 1951, when 
there was gross vascularization of the cornea and consider- 
able interstitial and deep corneal opacity ; there were dilated 
vessels on the iris, but no definite keratitis punctata was seen. 

He was readmitted to hospital, and topical cortisone was 
started on January 12, one drop three-hourly. Pain and 


photophobia were relieved over the course of a few days, 
but improvement in vision was slower. By January 17 the 
eye was clearing rapidly (vision 6/60), and on January 29, 
when cortisone was stopped, no evidence of disease could 
be found. (This was approximately six weeks after the 
onset of the attack, the previous attack in the other eye 
having lasted nearly three months.) 

He was discharged from hospital on February 5, and was 
kept under observation as an out-patient. While in the ward 
he was given a course of penicillin, and this has been 
followed by weekly injections of bismuth. There had been 
no recurrence up to the time of his last visit on March 16. 
He has defaulted since then (as he had done in the past), 
but it can therefore be assumed that at least he has had 
no recurrence of acute symptoms. 


Case 3. Congenital Syphilis 

A boy aged 12 had inflammation of both eyes for three 
weeks before reporting on January 9, 1951. He was found 
to have acute bilateral iridocyclitis with early interstitial 
keratitis. His blood W.R. was strongly positive, and he had 
active periostitis of left arm. He was practically blind,- and 
showed the personality changes typical of such cases. He 
was admitted to hospital, and topical cortisone, one drop 
three-hourly, was started on January 10. Next day there 
was marked improvement in vision, almost complete relief 
of pain and photophobia, considerable clearing of the 
anterior chamber and circumcorneal injection, and a corre- 
sponding change in personality—he was now alert, co- 
operative, and cheery. 

There was progressive improvement, and on January 22 
the eye was almost white ; there was no evidence of inter- 
stitial keratitis, but still some keratitis punctata. Cortisone 
was stopped and the condition remained stationary. Cortisone 
was restarted on February 15, after which there was further 
improvement, until, when it was stopped again on March 7, 
the only signs of activity were a few cells in the anterior 
chamber of the right eye. Vision in the right eye was 6/12, 
and in the left 6/9. 

He was discharged from hospital on March 15, when 
there was again a slight exudate in both anterior chambers, 
and continued to be observed as an out-patient. While in 
the wafd he had received 10,000,000 units of penicillin, 
and this was followed by weekly injections of bismuth, 
which he is still receiving as an out-patient. On March 29 
there was still a slight exudate in both anterior chambers, 
and cortisone was restarted, one drop being instilled three 


times daily. 
Case 4. Congenital Syphilis 

A youth aged 17 developed iridocyclitis and acute inter- 
stitial keratitis in the left eye and painless effusion in the 
left knee-joint at the end of December, 1947. He was first 
seen on February 3, 1948. His blood W.R. was strongly 
positive and Hutchinsonian incisors were present. He 
was admitted to hospital and treated with local atropine 
and hot bathing, penicillin, arsenic, and bismuth. The 
condition subsided slowly over several manths, but it was 
not until September that no evidence of activity was noted. 
Treatment was continued with courses of arsenic and bis- 
muth until July, 1949, and a further course of penicillin 
was given in January, 1950. The bloed W.R. remained 
positive. 

He was free of symptoms until March 13, 1951, when 
he developed inflammation of the right eye. He was found 
to have an exudate in the anterior chamber, keratitis 
punctata, and deep vascularization of the cornea with 
patchy opacities. . 

He was admitted to hospital on March 16, and topical 
cortisone was started immediately, one drop three-hourly. 
For the first four days a suspension of 25 mg./ml. was 
used, and the immediate response (relief of symptoms, cleat- 
ing of anterior chamber, and circumcorneal injection) 
appeared to be even more dramatic than in the other 
cases. The usual suspension (5 mg./ml.) was then substi- 
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tuted, and improvement continued. On March 29 there 
was still some deep vascularization of the cornea and a 
slight deep corneal haze, but no other signs of activity. 
Cortisone was stopped, and he was discharged from the 


ward on April 2. A week later there was still no sign . 


of activity, and vision was 6/18. (In the left eye, the site 
of the previous attack, vision was only 4/60.) 

On April 13, while symptoms were not present, vision was 
still 6/18 in the right eye, and there was no significant 
change in the cornea; there were slight conjunctival and 
ciliary injection and cells in the anterior chamber. The 
administration of further cortisone was contemplated to 
control these recent inflammatory changes. No anti- 
syphilitic treatment had been given up to this time. - 


Case 5. Congenital Syphilis 


A man aged 28 developed acute iridocyclitis in his right 


eye while in the Army in April, 1941, and was subsequently 
discharged with the diagnosis of congenital syphilis. Recur- 
rences in the right eye appeared in 1945, 1949, and March, 
1950, all treated elsewhere. Each attack lasted for several 
months in spite of treatment (which had included arsenic 
and bismuth, penicillin, and artificial fever), and had 
resulted in progressive deterioration of vision. It was 
stated that the attack started in March, 1950, and had 
never completely subsided, but flared up about three weeks 
before first being seen on December 12. 

On examination then the right eye showed active irido- 
cyclitis with marked circumcorneal injection. There was 
evidence of previous damage with posterior synechiae, but 
signs of active or healed interstitial keratitis were not seen. 
The left eye also showed evidence of old healed iritis, but 
no signs of recent activity. The patient complained of 
photophobia and irritation in the eye, and marked blurring 
of vision. The blood W.R. was still positive, and, although 
no definite confirmatory evidence of congenital syphilis 
could be found, the balance was in favour of this diagnosis 
rather than that of acquired syphilis. X-ray examination 
of the chest revealed no evidence of disease. 

He was admitted on December 7. Atropine was instilled 
twice daily, and saline drops three-hourly. No other local 
or systemic treatment was given. Topical cortisone was 
substituted on December 9, one drop being instilled three- 
hourly. There was almost complete relief of photophobia 
and irritation within 12 hours, and vision began to improve. 
The circumcorneal injection and other evidence of activity 
were still slowly subsiding two weeks after cortisone was 
begun, but the condition was not yet by any means com- 
pletely quiescent. At-this point the possibility of the condi- 
tion being tuberculous in origin was considered, and the 
case passed out of my care. 


Discussion 


These five cases show the effectiveness of topically 
applied cortisone, even in very small quantities, in 
inflammatory and exudative ocular conditions asso- 
ciated with syphilis, acquired and congenital. It is of 
course difficult to assess the effects of treatment in con- 
ditions which are in any event self-limiting, but in the 
cases recorded the results could -fairly be described as 
striking, and in two of them there had been previous 
attacks for comparison. Most dramatic were the almost 
immediate relief of pain and photophobia and the 
improvement in vision. These are of great importance 
especially in young patients with congenital syphilis, 
when the often prolonged and severe symptoms, and 
sometimes temporary blindness, may result in perma- 
nent psychological damage and sometimes a charac- 
teristic facial appearance. 

The effect of topical cortisone on the iridocyclitis was 
Similar to that described by other observers, and in the 
acute cases resolution was obtained without any signifi- 


cant permanent residual pathological changes. In the 
three cases in which acute interstitial keratitis was present 
the results were also good, and scarring will probably 
be minimal. In two of these three cases the attack was 


of very recent onset, however, and in neither had the | 


typical “ salmon patches ” developed. 


It should be borne in mind that cortisone is not- 


“curative,” but appears merely to inhibit the inflamma- 
tory and exudative reactions typical of this type of hyper- 
sensitivity, and relapses may therefore be expected on 
withdrawal of the hormone as long as the hypersensitive 
state persists, as was found in Cases 3 and 4. Treatment 
may therefore have to be prolonged, or be repeated, and 
must also be directed against the underlying disease— 
syphilis. Nevertheless, the application of cortisone during 
such hypersensitive episodes will help to prevent the 
permanent pathological changes in the eye which up to 
the present it has been difficult to avoid, and which result 
in varying degrees of permanent impairment of vision. 


Summary 


The beneficial effect of the topical application of corti- 
sone in five cases of syphilitic ocular disease (iridocyclitis 
and interstitial keratitis) is described. The cortisone was 
used as a suspension (5 mg. per ml. of normal saline), one 
drop being instilled three-hourly. 


I am indebted to Mr. G. W. Black, Mr. J. Foster, Mr. J. 
Sherne, and Mr. P. Wilson for their collaboration in the treat- 
ment of the cases. The cortisone used in the treatment of one 
case was made available through the Medical Research Council 
and is part of a gift to the Council by Merck and Co. (North 
America), New York, U.S.A. 
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An interesting case of human foetal malformation is 
described in the Report of the Sudan Medical Service for 
1948, page 50. A _ stillborn, approximately full-term 
monster of the type known as ischiopagus, weighing 
10 Ib., was received from Dongola. “The peculiarly 
interesting feature of this monster was that one of its 
component individuals was male and the other female. 
These monsters are extremely rare, and in all previous 
examples the two component individuals have always been 
of the same sex. The occurrence of both sexes in this one 
indicates that it must have arisen from the fusion of bin- 
ovular twins during development.” 
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— 


SOME NOTES ON PHYSIQUE AND 


ATHLETIC TRAINING 
WITH SPECIAL REFERENCE TO HEART SIZE 
BY 


R. W. PARNELL, D.M., M.R.C.P. 
Physician in Charge, Student Health Service 


(From the Institute of Social Medicine, Oxford) 


In the course of the last two years two groups of 
athletes—the Oxford University Women’s Boat Club 
and the Oxford University Athletic Club—have been 
studied. In each case the aim was to discover whether 
the physique of these undergraduates differed from that 
of the undergraduate population as a whole. The 
O.U.W.B.C. represents a group of women students who 
elected to take part in exceptionally strenuous physical 
activity. The O.U.A.C. consists of men athletes highly 
selected in relation to either school or general university 
level. If it can be shown that fundamental differences 
exist between the physique of athletes and others, then 
further questions arise. Are these differences related 
to success or failure in the particular sport concerned 
and, if so, do they represent inborn ability or are they 
the result of training ? Again, could these attributes, 
once identified, be used for the purpose of selection, or 
even to predict performance ? Satisfying answers to 
such questions would help incidentally to counter 
popular opinion or prejudice expressed in such views 
as “athletics injure the heart,” or in the case of a 
woman rowing, as one landlady picturesquely put it, 
that it “ would turn her into a man.” 


The Oxford University Women’s Boat Club 


In the O.U.W.B.C. a medical examination is required 
by statute. This was undertaken for the present series 
on condition that members submitted to examination, 
including a chest radiograph before and after a period 
of nearly four weeks’ heavy training in preparation for 
the race against Cambridge. Crews were required to 
row on an average four miles daily, and after watching 
them from the towpath no doubt was left that they 
worked hard. Chest radiographs (P.A.) were taken 
under standard conditions at 6 feet with the subject 


sitting. 


Comparison in Physique with Other Women Undergraduates 

This is illustrated in Table I, in which the measure- 
ments of rowers are compared with those of other 
women undergraduates. Only in the case of chest 
depth and of the body ratio biacromial/bi-iliac was the 
difference significant, and even here the observed 
differences in means divided by their standard errors 
were only 2.1 and 2.2 respectively. Although just reach- 
ing the 5% level of statistical significance, the difference 
is of such small degree that it would require a larger 
sample than 18 to show it convincingly. In addition 
the means for those in the University boat were the 
same as for all rowers. In height, weight, sitting 
height, and leg length, in the other measurements and 
body proportions derived from them, there was no 
significant difference between this group of rowers and 
non-rowers. Nor was there any significant difference 
in measurements made on the cardiovascular system. 


TaBie |.—Measurements of Rowing Women Compared With 
Those of Others 


Other Women 
O.U.W.B.C. Undergraduates 
No. | Mean | No. | Mean | S.E. 
Height(in.) 18 65-4 178 65-1 
Weight(Ib.) | | 132-9 | 178 | 133-8 | 48-25 
Sitiing height (in.) 18 35-0 131 35-0 +0-13 
Leg length (subischial)(in.) . . 18 30-0 131 30-1 +0-15 
Biacromial (cm.) 18 36-0 132 +0-14 
Chest width (cm.) ee 18 25-6 132 25-8 +011 
Chestdepth(cm.) .. ..] 18 | 179 | 132 | 18-7 | 4013 
Bi-iliac(cm.) .. 18 27-7 131 27:8 +0-10 
Body proportions: " 
Ht Wt. (in. /Ib.) 18 12-8 132 12-8 +0-07 
Biacromia! x 100/bi-iliac .. | 18 | 130-4 129 | 126-3 +0-64 
Chest width x 100/chestdepth} 18 145-4 128 141-0 +1:24 
~ Sitting ht. x 100/subischial |} 18 | 115-5 130 | 116-2 +055 
Cardiovascular: 
BP. systolic (mm. Hg) . 18 126 178 125 +1-03 
B.P. diastolic (mm. Hg) ..| 18 79 178 83 +0-74 
Resting pulse(lying, permin.)| 18 75 178 75 +112 
ttransverse diameter (in 
cm. before training) . 13 11-9 219 11°5 +0-07 


Effect of Four Weeks’ Strenuous Training on Heart Size 


To assess the size of the heart by its transverse 
diameter* and more particularly the changes that 
might occur in the transverse diameter of the heart of 
rowing women during training, it was considered best 
to compare the hearts of rowing women with a control 
group of non-rowers who had been x-rayed more than 
once under the same standard radiographic conditions ~ 
(see Table II). In each case the mean transverse 
diameter for the group was slightly reduced in the 
second picture. Because a reduction in the mean trans- 
verse diameter was present in both groups it might be 
argued that some alteration in technique had occurred. 

The 5% level of significance cannot carry conviction, 
however, with such small samples as 13, and a subse- 
quent check with a larger sample of controls did not 
confirm significant reduction at the second radiograph. 
Again, even if an alteration in technique was present 
and a mean gain of 0.18 cm. had occurred among 
rowers—that is, 0.44-0.26 cm.—such a difference would 
not be significant. There is no evidence to support 
a suggestion of any general change occurring in the 
transverse diameter of heart shadows as a result of 
nearly four weeks’ strenuous training. The maximum 
individual increase observed in rowers was 0.85 cm., in 
non-rowers 0.50 cm.; the maximum individual decrease 
was 1.45 cm. in rowers, 1.80 cm. in non-rowers. Inci- 
dentally the findings illustrate the danger of assessing 
change in heart size from two teleradiographs alone, 
because an apparent change of up to + 1.5 cm. in the 
transverse diameter of any one heart occurred even under 
standard conditions with careful radiography. 

Before leaving the question of the effect of training, 
there is one other more general matter to note. 
Towards the end of term several members of the first 
eight were showing signs of physical tiredness, im 

*Bedford and Treadgold (1931) discussed the size of the healthy 
heart and its measurement. They considered the most relia 
index of heart size to be its total transverse diameter, and the . 
orthodiagram the quickest and: most accurate method of assessing 
it. With a 2-metre teleradiograph they ‘considered a reduction 
of 5 to 10% in linear measurement necessary to obtain actual 
heart size. They stressed the difference associated with respira- 
tion, height, weight, body build, and posture, stating that the 
transverse heart diameter may be reduced 0.2 cm. by change 

ture from lying to sitting, and again from sitting to standing. 


ith exposures of 0.1 second the teleradiograph exposure may 
coincide with ventricular systole and thus cause reduction of the 


transverse diameter. 
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Taste I1.—Teleradiographic Transverse Diameter of the Heart 
Before and After Training 


Mean Transverse | Mean S.D. | SE 
Diameter of Heart | Diff. of of | Obs. Diff 
roup o. in 

ist X-ray | 2nd X-ray] Diam. | Piff. | Diff. Diff. 
(cm.) (cm.) | (cm.) 


Rowers in 
training .. | 13 11-95 11-69 —0-26 | 0-61 | 0-17 1-53 
Control non- 
rowers .. | 13 12-71 12:27 —0-44 | 0-79 | 0-22 2:0 


particular pallor and certain rather less well defined signs 
in behaviour and expression. The individuals who 
showed these signs were those who worked in the morn- 
ing, rowed in the afternoon, and took part in some 
other university activity—for example, the opera or 
other club—in the evening. The effect was therefore 
to be attributed more to a temperament inclined to do 
too much rather than to one particular activity such as 
rowing. It affords confirmation for the customary 
advice of rowing coaches to go to bed early. Another 
and more lively impression was the keen enjoyment 
which members of the club obtained from their rowing. 
Few doctors would wish to deprive them of this enjoy- 
ment except for firmly established medical reasons. 


Oxford University Athletic Club (Men) 


It is common observation that few athletes, if any, 
reach the top class both as sprinters and as long- 
distance runners. It seemed worth while to inquire 
whether this difference is linked with demonstrable 
anatomical variation. Although athletes have for cen- 


turies attracted the interest of physicians and physio- 
logists and a slow pulse has long been recognized as a 
special feature, no constant or precise combination of 
characteristics has been identified which appears to 
endow one individual above fellow competitors, a com- 
bination of characteristics such as might lead to 
selection and successful prediction of performance. 
Cureton (1947) has discussed “ all-out” athletic perfor- 


mance in interesting detail, referring especially to com- . 


parisons between the heart x-ray shadows of Olympic 
competitors and normal individuals, and to the anthro- 
pometric measurements made by Kohlrausch (1929) on 
more than 300 Olympic athletes. 

One of the most interesting accounts, however, is 
given by Bramwell and Ellis (1931), who reported on 28 
marathon runners. Compared with other Olympic 
athletes these were found to be older men, in the late 
twenties or early thirties, men of lighter build, with 
lower resting pulse, and rather higher systolic blood 
pressure. Their most striking feature, however, was 
that they possessed hearts relatively much bigger than 
those of other athletes. The investigators’ interest 
centred on the heart, and, although the lighter build of 
marathon runners was mentioned, no record of height 
was published with which weight could be related in 
any precise measure of build. No distinctive charac- 
teristic was found to separate sprinters from middle- 
and long-distance runners. Nor was there any con- 
stant physical finding which differentiated successful 
marathon runners from less successful competitors. 

The material now to be examined comes from a com- 
bined clinical and photogrammetric study of the 
O.U.A.C. (1949) undertaken by Dr. J. M. Tanner in 


TaBLe III.—Physical Measurements of Athletes Compared by Athletic Events 


Sprinters. Long Distance Jumpers. 
High Jump, Hurdles, 
100, 220, 440 yds. 880 yds. and Over Long Jump. Pole Vault 
No. | Mean Min. Max. | Range| No. | Mean Min. Max. | Range| No. | Mean Min. Max. | Range 

1. Height, cm. od 16 178-0 168-6 183-0 14-4 10 179-1 173-5 183-5 10-0 17 180-7 168-6 194-6 26:0 
eh 70-1 66:4 72:1 5-7 70-5 68-3 72:3 4-0 71-1 66-4 166 10-2 

2. Weight, kg - 16 71-0 60-8 78-0 17-2 10 68-8 63-6 77-2 13-6 17 73-3 60-8 87-2 26:3 
ie Ib. 34 156-3 134-0 | 1720 38-0 151-5 140-0 170-0 30-0 161-5 134-0 | 192:0 | 58-0 

3. Sitting height, cm. 16 92-7 89-9 96:1 6:2 10 92-7 89-4 94-9 5-5 17 93-7 88-4 98-6 10-2 
in. 36:5 35-4 37°8 2-4 36°5 35-2 37-4 2:2 36-9 34-8 38-8 40 

4. Leg length, cm. .. 16 85-3 78-6 90-0 11-4 10 86°5 83-2 91-6 8-4 17 87-1 80-2 99-0 18-8 
33-6 30-9 35-4 45 34-1 32-7 361 3-4 34-3 316 39-0 74 
5. Ratio 3/4 a 16 1-09 1-01 1:16 | 0-15 10 1-07 1-00 1:14 | 0-14 17 1-08 0-97 1:18 | 0-21 
6. Ht.//Welem.-kg ) 16 43-0 40-6 45-6 5-0 10 43-6 42-4 44-9 2-5 17 43-3 41-0 46-3 5-3 
a (in.-Ib.) | - 13-0 12-3 13-8 1-5 13-2 12-8 13-6 0-8 13-1 12-4 14 1-6 

7. Tr. diam. heart,cm.}| 16 13-0 10-9 16-3 5-4 7 14-2 12-4 16-3 3-9 17 13-3 11-5 14-9 3-4 

Heavy Events. Control. 
Javelin, Discus, Shot Two Colleges 

No Mean Min Max. Range No Mean Min. Max. Range 

1, Height, cm. 6 183- 175-9 197-0 21-1 297 177-5 157-0 203-0 46-0 

72:3 3 2 69-9 61:8 79-9 18-1 

2. Weight, kg. 6 83-7 6 95-0 27-4 297 68-4 47-7 104-0 6:3 
~~ _ 184-3 149-0 209-0 60-0 150-6 105-0 230-0 125-0 

3. Sitting height, 6 95-8 93-3 100-5 72 241 93-1 87-0 102-0 15-0 
37-F—- 36-7 39-6 29 36-7 34-3 40-2 5-9 

4. 1 h,cm. .. 6 87-7 82-6 96-5 13-9 241 83-7 720 94-0 220 
ss 34-5 32-5 38-0 $-5 33-0 28-4 37-0 8-6 
5. Ratio 3/4 + 6 1-09 1-06 1-13 0-07 237 1-11 1-02 1-27 0-25 

6. Ht./4/Wt.(cm.-kg.) 6 42-4 41-3 44:2 2-9 359 4360 37-0 47-6 10-6 
nf as) 12-8 12-5 13-4 0-9 13-2 11-2 14-4 3-2 

7. Tr. diam. heart cm. 6 14-0 12-8 14-8 20 393 12-8 9-9 16-3 6-4) 
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conjunction with me. Dr. Tanner took various anthro- to 16.3 cm. among quarter-milers and iong-distance runners. 
pometric measurements, and he has very kindly given Perhaps the first point of interest is that a wide range of 
me permission to use his records of the height, weight, heart size, from 10.9 to 16.3 cm. transverse diameter, appears 
and sitting height of these athletes. Subischial leg to be consistent with high athletic achievement. This is 
length is derived by deducting sitting height from total 
stature. Two body proportions have been calculated : of 1.4 cm. between sprinters (100 and 220 yards) and longer- 
height/cube root of os, and the ratio of sitting gistance runners. 

height to leg length. 


Table III gives a summary of the measurements. P 
The samples are too small for any fine degree of statis- Selective Characteristics 

tical treatment between the various types of field event. Now it may be argued that a combination of long 
Nevertheless, calculation of the means and range is legs, minimum weight with adequate musculature, and 
interesting in several ways. a large healthy heart should produce a runner with the 
Leg Length—The longest pair of legs was found in a est potential for long distances. The data for testing — 
high jumper. He and a discus thrower had longer legs than this notion are assembled in Table V, in which the 
any in a control group consisting of 241 men from two values for each dimension are multiplied together. 
colleges. The average length of leg was shortest in the 

controls, slightly greater in sprinters, greater still in long- Tasie V.—Selective Characteristics in Middle- and Long-Distance 
distance runners, high jumpers, and hurdlers, and greatest Runners Compared with Sprinters and a Control Series 


in the small group competing with discus, javelin, and shot. 
The ratio of sitting height to subischial leg length also Trans. ‘ hon 
reflects the longér legs of athletes. No athlete had a body Ref. Best Diam. Ratio | Length | Product 
longer in relation to the length of his legs than is reflected N | (yards) | (cm) — i Px2 | 'x2x3 
in the ratio index 1.18, yet indices up to 1.27 were found a bs 
among controls, and 27% of controls had ratio indices above ent 
1.14, which was the maximum for a long-distance runner. s g40-s 280 $ 3 13 ‘$ 91 6 206 18.869 
Height.—With regard to mean height, all groups of 3 by See 
athletes, whether sprinters, long-distance runners, jumpers, 10 880-1.760| 13-9 13-2 86-0 184 15824 
or others, were taller than the controls. Of the athletes, be $80-5,280 145 ' 128 ae 18s 15.358 
— group and — 27 | 1,760-5,280| 13-7 13-5 84-0 185 15,540 
e shortest. Relatively short men in.) may sprint ¥ . 
yards in 10.2 seconds or clear 9 ft. 9 in. in the pole vault, _ Mea” values win os eo a 06,528 
The smallest range of height was found in 10 middle- and Sprinters (11) (excluding 440 yards) 
long-distance runners (880 yards and over), who were 70.5+ 21 100-220 12:8 13-4 90-0 172 15,480 
2 in. tall. 16 1 14-8 12-3 84-5 182 a4 
Weight—With regard to mean weight, middle- and long- 100-220 130 $5.9 13" 
ome the too-220 37 133 872 tet 14-301 
n the control group, and their range of wei . ; ; 
was also the\ smallest. All types of athletes had mean 75 | | 128 | 
weights above that of the controls, which was 150.6 Ib. 29 1 11-7 12-8 83-4 1 12,510 
Sprinters were 5.7 Ib. above, jumpers 10.9 Ib., and those in 9 | 100-70 | 109 12:3 786 132 10,375 
heavy events 33.7 Ib. _ Mean values 12-7 13-0 84-7 165 13,971 
Height / / Weight. Weight——The ratio Ht. is a measure Central Sertes (339 
of linearity of body build. A thin man, for example, has M , 128 — oe 16 14,180 
a high ratio’; the average is 13.2, and those of stocky or No insample | (393) (359) (241) - = 
tubby build have lower ratios. As might have been expected, 


men in heavy events had the lowest mean, and also a small 
range. The highest mean was in oe cee with It will be seen from this table that a value of 175 for 
an average build equal to the control series. printers as a heart size multiplied by height ye weight ratio would 
whole (if the 100, 220, and 440 yards are included) are not serve to distinguish om pry bese from long- 
easily distinguished from long-distance runners in either : . 

distance runners. Only one sprinter (No. 16) had a 


height, weight, or the ratio Ht.//Wt.; but it is interest- 
rey note that the lower Aa ratios were found Product above 175, but he had a height/4/ weight ratio 


in sprinters, stockier men, whose competitive distance did Of 12.3, representing a body build which may be so 
not exceed 100 yards. In four such men the ratios were heavy that it cannot compete at more than 100 yards 
12.3, 12.8, 12.9, and 13.0, whereas in five quarter-milers without incurring an excessive handicap through pro- 
the ratios were 12.9, 13.0, 13.1, 13.3, and 13.4. gressive oxygen debt. There is, it seems, something 
Heart Size-——Heart size may influence efficiency in running in the notion that a combination of heart size and 
long distances, and reference has already been made to physique may influence choice of particular athletic 
Bramwell and Ellis’s findings in marathon runners. In  eyents. 


considering the transverse diameter of the heart by tele- 
radiograph there was a range in the present series of 10.9 To test this idea further, including length of leg as a 


to 14.8 cm. among 100- and 220-yard sprinters, and 13.4 possible factor, the product of heart size, height/ 4/ weight 


TaBLe IV.—Percentage Distribution of Transverse Diameter of the Heart 


. Transverse Diameter of Hear: in cm. 


Mean | | S.D. 


9 S— | 10-0— | 10-S— | 11-O- | 11-S- | 12-0- | 12-5— | 13-0— | 13-S— | 14-0— | 14-5— | 15-0— | 15-5- | 16-0- | (cm.) 
94 | 99 | 10-4 | 109 | 11-4 | 11-9 | 12-4 | 12-9 | 13-4 | 13-9 | 14-4 | 14-9 | 15:4 | 15-9 | 16-4 
3 men |= 0-3 1-8 31 8-9 | 10-4 | 18-1 5-3 | 178°} 94) 84 | 28 | 28 | O8 12-78 | 0-06 | 1-12 
319 oo | O8 23 5-9 | 16-4 | 15-5 | 22:3 | 12-8 | 13-7 | 64 18 | | 11-5 0-07. 98 
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ratio, and subischial leg length was calculated (see the 
last column of Table V). When this was done two 
things happened. No. 16 (a sprinter) came within the 
product range of sprinters, and No. 6 took the lead with 
the highest product among long-distance runners. He 
has since earned international fame as a most consis- 
tent and brilliant miler. The separation of long- 
distance runners from the sprinters in the series became 
complete at a level of 15,000. The evidence for the 
original hypothesis is therefore strengthened, but can- 
not be accepted as conclusive owing to the smallness of 
samples. Competitors in other events, such as hurdles 
and the quarter-mile, had values scattered within the 
total range of both sprinters and long-distance men. 

It should be emphasized that the product levels 
found to discriminate between sprinters and long- 
distance runners should not be used for prediction. Nor 
should they, even if confirmation be obtained later of 
the selective influence described, be used in the present 
form. This is because, although certain allowance is 
made for the shape of an individual, none is made for 
his actual size: weight, for example, is well known as 
a factor to which heart size is directly related. 


Comparison of Sprinters and Long-distance Runners 

In comparing sprinters with the controls, it has already 
been noted that the sprinters (especially those com- 
peting at 100 yards only) were distinguished by a 
physique heavier and by being more muscular than the 
average. Heart size and leg length were, however, close 
to the general average, and both the products calculated 
were distributed equally above and below the general 
mean. 

Long-distance runners, on the other hand, had hearts 
larger on the average than the controls, especially so 
where the Ht./4/ Wt. ratio indicated a stocky build— 
for example, ratios 12.8 and 12.9 occurred with diameters 
of 145 and 16.3 cm. There appears to be an 
optimum body build for long-distance running ; the mean 
Ht./ ./ Wt. ratio (13.2) was the same as in the control 
series, but the range (0.8) was the smallest of any group 
of athletes. A higher ratio than 13.6 may indicate that 
the weight of musculature is too slight for the task of 
long-distance racing. The legs of long-distance runners 
were longer than those of the controls. Lastly, the mini- 
mum products found (heart-size by body-build-ratio 178, 
and heart-size by body-build-ratio by leg length 15,540) 
were in each case far above the mean products for the 
control series, which were 169 and 14,180 respectively. 
There is evidence, then, to support a contention that the 
combination of these three items—heart size, Ht./4/ Wt., 
and leg length—is associated with a strong selective in- 
fluence for successful long-distance running. Although 
it may still be maintained that heart size could be in- 
fluenced by training over long periods, the view is less 
likely to be held that leg length, or for that matter the 
body-build ratio, is influenced in a material way by the 
differences in training of long- and short-distance runners. 
In any case heart size would seem to be of little conse- 
quence to sprinters. 

The conclusion is reached that an individual’s choice 
of athletic events may be recognized to be due, in greater 
degree than previously determined, to characteristics 
probably inborn. Training, it seems, does little to alter 
the basic physical type. If this is so, it is unlikely to 
bring about a change towards the optimum type which 
exists for certain events. Degree of success in any one 


event may also depend on inherent characteristics to a 
greater extent than previously recognized. This con- 
cept in no way detracts from the importance of training 
to the individual who wishes to compete successfully. 


‘ 


Conclusions 
Rowing Women - . 4 
In comparing women who row and other women ee 
undergraduates, the body proportion biacromial+ 
bi-iliac was slightly higher in rowers. On the other hand, a 


chest depth was slightly greater among controls. In _ 
both cases the differences were significant, but only just . 
reached the 5% level. No significant difference was og 
found in the following measurements: height, weight, 
sitting height, leg length, biacromial, chest width, and bi- 
iliac ; in the body ratios: Ht././ Wt., chest-width /chest- 
depth, or sitting-height /subischial-leg-length ; and, lastly, 
the cardiovascular measurements of blood pressure, a 
pulse rate, and transverse radiographic diameter of the 
heart. 
No radiographic evidence of increase in the trans- f 
verse diameter of the heart could-be demonstrated in - ia 
association with a period of strenuous training for an 
inter-university women’s boat race. 


University Athletes 

Leg Length.—The average subischial leg length was 
shortest in the control group from two men’s colleges, oe | 
slightly longer in sprinters, greater still in long-distance 
runners, hurdlers, and high jumpers, and greatest in the 
small group competing with discus, javelin, and shot. 

Body Build of Sprinters and Quarter-milers——The 
body-build ratios of Ht././Wt. for four sprinters whose 
competitive distance did not exceed 100 yards were 12.3, ay 
12.8, 12.9, and 13.0, whereas for five quarter-milers the i 
ratios were 12.9, 13.0, 13.1, 13.3, and 13.4. The sprinters al 
as a group had a stockier type of physique. ri 

Long-distance Runners—(a) The product of the 
transverse radiographic diameter of the heart and the # 
physical ratio Ht./4/Wt. may serve to distinguish those Aq 
with essential prerequisites in heart size and physique for 4) 
successful long-distance running. (b) When the above _ 
product was multiplied by subischial leg length a still i: 4 
more complete separation of sprinters from long- Ne 
distance runners was obtained. The highest product im 
was found in a star performer. Both individual fg 
choice of athletic event and also to a certain extent the 


~ final level of success in athletics may be recognized to 


be due, in greater degree than previously determined, to om 
what a man is born with rather than to the effect of i 
his training. It remains to confirm the hypothesis — 
presented by testing it against larger samples. se] 


Besides my debt, already mentioned, to Dr. J..M. Tanner for il 
various anthropometric measurements, it is a special pleasure to ea 
acknowledge the co-operation of members of the O.U.W.B.C. 
and the O.U.A.C. Miss Emrys Roberts very kindly took the AR 
teleradiographs, and I am indebted to other members of the staff md 
of the Institute of Social Medicine for helpful criticism. ff 
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Since the beginning of 1947; at the Radcliffe Infirmary, 
Oxford, 21 diabetic patients have had 25 pregnancies 
extending beyond the 28th week. No mother died, and 
23 babies are living. The remaining two were stillborn. 

The British Medical Journal (1949) stated: “ It seems 
probable that termination of pregnancy has failed to re- 
duce the overall foetal mortality because, while many 
late intrauterine deaths are avoided, it has increased the 
neonatal death rate due to prematurity (in spite of the 
large size of the infants). To be of real value, oestrogens 
—or any other therapeutic agents—must be able to avert 
late intrauterine death and so enable full-term birth to 
occur with its much reduced likelihood of neonatal 
death.” 

The numbers in the Radcliffe Infirmary series are 
small, but few clinics have large numbers for analysis. 
We consider the present report justified if only to show 
that early induction of labour and prematurity need not 
increase the neonatal death rate. This point is brought 
out in Table I. : 


Taste 1.—Babies Born of Diabetic Mothers 


36th Week | 37th Week Total Foetal 
or or 
Before | After | Alive | Dead], 
1930-42 | Alive .. 1 5 6 9 60% 
Stillbirth 2 7 
Neonatal death 0 0 
1943-6 | Alive .. ee 3 6 9 9 50% 
Stillbirth ee 4 3 
Neonatal death 2 0 
1947-50 | Alive .. Ps 18 5 23 2 8% 
Stillbirth 1 
Neonatal death 0 0 


These results may be compared with those of Reis, 
DeCosta, and Allweiss (1950), Peel and Oakley (1950), 
and White (1949). The figures are given in Table II. 


Il.—Results in Other Series 


Still- | Neonatal Foetal 
Series Period | Alive | births | Deaths | 2°! | “Loss 
tal. 1935-50} 51 ° 6 2 59 13-5° 
Poland 1942-9 106 16 20 142 bao 
White 1934-49 | 361 34 44 439 18% 


The foetal loss rates are high when compared with the 
figure of 5.2% (excluding abortions and miscarriages) 
given by Gilbert and Dunlop (1949) as representing the 
foetal loss rate in 3,276 pregnancies in non-diabetic 
patients attending the Ayr County Maternity Service. 


Present Investigation 


During the past four years the management of diabetic 
pregnancies in Oxford has been under the care of a team 
consisting of physician, obstetrician, and paediatrician. 
Table III gives the facts relating to the diabetic and 
obstetrical histories of 25 consecutive pregnancies at the 
Radcliffe Infirmary during that period. 


TaB_Le III.—The Obstetrical History of the 25 Consecutive 
Diabetic Pregnancies 


~ 
5 | 8 
1947 | 28 | 11 | 0/37] 8-9 | MSj Sb Moderate control only 
27 70 |SpiA Oedema 
315]33] 7:1 | Toxaemia, diet only, 
oedematous baby 
25} 1/11/37] 81 |MS/A 
1948 | 38} 87 |M |A |{L | Hydramnios 
32] 213134] 76 |C A L 
27} 66 |C A Hydramnios 
35| 777 |MS/IA Hypertension, hydram- 
nios ; 
Di ic A L 
24) 4/0)34/ 53 |S MF Hypertension, hydram- 
nios, breech, acci . 
haemorr! 
25 2/0/34] L 
21; 36] &7 | C A L | Hydramnios 
1949 | 25| 4/0/36] 78 |Sp L 
20} 37/101 |Sp/A L post-partum 
eclam 
28; 9/1/35] 65 |MS|A |L | Hydramnios 
27 | 16 36} 59 | C A Cv| Toxaemia 
25} 6 36 | 69 |C A L ion 
1950 | 28| Sp 
29; 6/2/35] 74/C A 
28} 610) MS|A 
32 7:15) C A 
36] 811} C A 
37 | 216/36] 7-3 | MSIA L | Cyanotic baby 
30; 4/1] 36) 610) A Toxaemia 
41] 0/1/37] 84/8 | Toxaemia, hydramnios, 
diet only 


A = Alive and well. C = Caesarean section (lower segment). Cv = Con- 
vulsions. L = Marked lethargy. M = Medical induction. MF = Macer- 
ated foetus. MS = Medical and icalinduction. S = Surgical induction. 
Sp = Spontaneous deiivery. Sb = Stillbirth. 


The Antenatal Period 


During the first six months of pregnancy the patient 
attends the diabetic and antenatal clinics once a month 
and for the remainder of the pregnancy attendances are 
fortnightly or weekly. Most patients are admitted to 
the medical wards during the middle trimester for assess- 
ment of their diabetic and physical state, and to the 
maternity home during the 35th week in the absence of 
other indications—for example, toxaemia which may 
have necessitated earlier admission. Twelve of the 
mothers in our series developed diabetes between the 
ages of 21 and 30, eight were younger and five were 
older. Seventeen of the patients had had diabetes 
mellitus for five years or less, four between six and nine 
years, three between ten and fifteen years, and one for 
‘sixteen years. One patient was found to have diabetes 
a few days before delivery ; the remainder, with two 
exceptions, had attended the diabetic clinic regularly. 
None of these patients had hypertension, albuminuria, 
or retinitis on their discharge from the maternity home. 
Eight were nulliparae, ten had had one child, and seven 
had had two or more children. 

The renal threshold was found to be low in 15 cases, 
in three it was normal, and in the remainder no esti- 
mation had been made. Four of the patients were 
excreting im the urine daily more than 80 g. of reducing 
substances as tested by Benedict’s solution. Two patients 
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were stabilized on diet alone ; three required less than 
20 units of insulin and 14 more than 60 units each day. 
Twenty-one patients had their diets increased, 17 their 
insulin increased, three their insulin reduced, and the 
remainder required no change. The management of a 
mother’s diabetes when she is admitted to the maternity 
home is kept as simple as possible. The registrar of the 
diabetic clinic and the dietitian see the patient soon after 
admission. Soluble insulin only is used, and a patient 
on a high dosage of insulin is given the same dose in 
three or four injections a day. The dietitian makes the 
necessary adjustment to the diet. She arranges for a 
fluid diet, containing the calorie equivalent of the carbo- 
hydrate normally taken, if the patient is unable to take 
the full diet during or after delivery. If a caesarean 


operation is to be done the time is fixed after the. 


physician and obstetrician have consulted. 


Hormone Therapy 

Hormone treatment was not used, because biological 
assay could not easily be done and because uncontrolled 
use of oestrogens was thought undesirable. 

White (1949) attributes the high foetal survival figure 
in her series to hormone therapy, but at present no 
adequate explanation of the rationale for this treatment 
has been given. Other factors, such as termination of 
pregnancy at the 35th or 36th week and the increasing 
experience and knowledge of the team dealing with these 
cases, may have played an important part in the good 
results achieved. In a much smaller series of cases 
Reis et al. (1950) have had, without the aid of endocrine 
therapy, a foetal and neonatal death rate of 13.5%. 

It is premature to make any dogmatic statement about 
the part that hormone therapy plays in the management 
of pregnancies in diabetic patients. The controversy 
which this form of treatment has raised may inspire the 
publication of other series of cases treated with and 
without the uses of hormones. Any comments on 
White’s results must take into account: (1) that she has 
supervised 439 diabetic pregnancies, in which 58% of the 
mothers had developed diabetes before the age of 20 
and 50% had had diabetes for more than 10 years ; and 
(2) that the foetal survival rate was 95% (47 cases) where 
there was no sex hormone imbalance, 58% (89 cases) 
when the imbalance was uncorrected, and 89% (297 
cases) when corrected by oestrogen therapy. 


Complications of Pregnancy 
Toxaemia.—Eight patients developed hypertension 
(blood pressure of more than 130/90), eight oedema, one 
_ albuminuria, and one post-partum eclampsia. Five had 
two or more of the factors which constitute toxaemia 
of pregnancy, an incidence of 19%. 

Hydramnios.—Six patients had hydramnios, an inci- 
dence of 23%, which is higher than usual. There were 
no gross foetal abnormalities. 

Obstetrical Problems.—Table IV shows the duration 

_ of pregnancy, the mode of delivery, and the parity of 
the mothers in the 25 consecutive pregnancies. 


TABLE IV 

Week of Medical or Caesarean 

Delivery Spontaneous | surgical Induction Section 
1M 
1M 2P* iM 
3th 2M 3M 
4M 3M,2P 
3P 2M,1P* 


P = Primigravida. M = Multigravida. * One foetus died. 


The good neonatal results achieved have now con- 
firmed one of us (G. G. L.) in the belief that termination 
in the uncomplicated case should be undertaken just 
before the 36th week of pregnancy, and that delivery 
should be completed by the end of the 36th week. It 
is better to get out of the uterus a live child for which 
something can be done than one already dead. The 
only problem is the method of termination. For both 
primigravida and multigravida caesarean section is being 
more readily employed. Both of the babies born dead 
in the series followed surgical induction in primigravidae 
by membrane rupture or puncture, in one case at the 34th 
week and in the other at the 37th week of pregnancy. 
Certainly the finding of an “ unripe ” cervix will neces- 
sitate a caesarean section. 


In the multipara, surgical induction by liquor-loss is | 


more likely to be followed by the onset of labour, but 
undue delay should cause reassessment of the case and 
resort in many instances to caesarean section. 


The Newborn Infant 


Twenty-three babies were born alive and all survived, 
though many proved slow and difficult to establish. In 
11 there was a loss of weight of 12 oz. (340 g.) or more 
within the first nine days. Convulsions were recorded 
in two infants, both apparently due to cerebral birth 
injury. None was discharged under 2 weeks of age and 
seven were kept in hospital three weeks or longer. At 
birth the baby was invariably large and heavy in relation 
to the period of gestation, whilst its behaviour resembled 


that of an infant of considerably greater prematurity. _ 


Lethargy was the outstanding feature, and cyanotic 
attacks occurred. 

The infants of these diabetic mothers were treated on 
the same general plan as the smaller premature babies, 
except that we did not withhold all feeds and fluids from 
them for 48 hours. Great care was taken to clear the 
airways at birth and to prevent cooling ; oxygen was not 
administered as a routine, but the more premature and 
less vigorous infants were admitted to the premature 
nursery immediately and, if necessary, placed in an 
oxygen tent. The infants were nursed with the minimum 
of disturbance, being turned from side to side but neither 
washed nor dressed until they showed signs of increasing 
vigour. There may be a delay of several days before 
this stage is reached. In this connexion it is of interest 
that Reis et al. (1950) take the opposite view and advise 
“ frequent and continued mechanical stimulation to over- 
come lethargy,” whilst others prescribe thyroid for the 
same purpose. 

There is as yet no satisfactory answer to the question 
why these babies are so difficult to establish. Congenital 
malformations and poor resistance to infection account 
for a very small proportion of neonatal deaths. At 
first sight hypoglycaemia, either relative or absolute, 
would appear to be the most likely source of trouble. 
The normal newborn infant shows both low blood- 
sugar levels and great variability in the first days of life 
(Norval et al., 1949). Premature infants usually reach 
even lower levels. 

Smith (1946) considers that a “ particular neonatal 
tolerance to low blood sugar may confer a relative resis- 


_ tance to hypoglycaemic stimuli just as it does to anoxia.” 


White (1946) gives neither fluids nor feeds (glucose 
feeds were abandoned in 1940) for the first days of life, 
treating the infants in this respect as the premature 
babies of non-diabetic mothers are treated at the 
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Radcliffe Infirmary. Reis et al. (1950), whose good results 
have already been mentioned, consider that the blood 
sugar in the infant of a diabetic mother tends to fall more 
rapidly, to reach lower levels, and to return to normal 
more slowly than in the normal infant, a marked fall in 
the first hour being characteristic. They advocate 
giving 50% glucose solution by mouth from the first 
half-hour of life, but changing to 5% glucose solution 
after two hours.- Peel and Oakley (1950) have 
studied a few cases and confirm this very rapid fall in 
blood-sugar levels immediately after birth. As the 
results at the Radcliffe Infirmary are satisfactory we 
are continuing to give 5% solution in 4- to 1-oz. (14- to 
28-ml.) feeds every two to four hours during the first one 
or two days. 

We have had no experience of the effect of repeated 
gastric aspirations for infants delivered by caesarean 
section as advocated by Gellis, White, and Pfeffer (1949) 
with a view to minimizing the risk of regurgitation and 
inhalation of vomit. 

Lactation may be difficult to establish in the diabetic 
woman, and this, together with the lethargy and poor 
condition of the infant, leads to failure in breast-feeding 
in a proportion of cases. As a rule nothing is to be 
gained by putting the infant to the breast early; the 
mother expresses the milk until the stage of engorgement 
is over, by which time the infant is likely to be more 
vigorous and able to suck from the breast. Ten mothers 
in the present series breast-fed their babies satisfactorily. 

If the close co-operation of the obstetrician and the 
physician can reduce stillbirths and intrauterine deaths, 
allowing the well-controlled diabetic mother to be 
delivered of a live baby, then the infant should stand a 
good chance of survival even when it is born at the 36th 
week. After birth the skill of the nursing staff is the 
most important factor in reducing neonatal deaths. 


Summary and Conclusions 


A series of 25 consecutive diabetic pregnancies beyond 
the 28th week (1947 to 1950) is presented. No mother 
died and 23 babies are living. Although this series is 
small it shows that good results have been obtained by 
adopting the principles of (1) working as a team with a 
definite policy ; (2) careful diabetic control ; (3) induc- 
tion of labour not later than the 36th week of pregnancy ; 
and (4) careful neonatal control but without overtreat- 
ment of the baby. 


We acknowledge our thanks to Dr. A. M. Cooke, head of the 
Radcliffe Infirmary Diabetic Clinic, to Dr. D. C. Lewin (registrar, 
Diabetic Clinic, 1947-8), and to Professor J. Chassar Moir and 
Mr. J. Stallworthy for allowing us to publish details of their 
patients. We thank Sister Ware, who has been in charge of the 
nurseries in the maternity department for the last four years, 
for her invaluable help. 
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ASSOCIATED HUMAN AND MOUSE INFECTIONS 


E. H. R. SMITHARD, M.B.E., M.D., D.P.H. 
M.O.H., Metropolitan Borough of Lewisham 


AND 


A. D. MACRAE, M.D. 
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Lymphocytic choriomeningitis (L.C.M.) was first 
differentiated from other types of aseptic meningitis by 
Rivers and Scott (1935), the causative virus having been 
described by Armstrong and Lillie (1934). The main 
reservoir of infection occurs in the house mouse (Mus 
musculus), but laboratory experiments have suggested 
that bed bugs, mosquitoes, lice, and trichinella larvae 
may be implicated in the spread of the disease 
(see van Rooyen and Rhodes, 1948). 

In investigations of houses in areas in which 
human infection occurred, Armstrong (1940) found that 
approximately 40% harboured infected mice, and about 
50% of the mice trapped in such premises were found 
to be carriers of active virus, which they may excrete in 


saliva and nasal secretions, urine, and faeces. Trans- ~ 


mission to man probably takes place via contaminated 
food or by the inhalation of dust infected from mouse 
excreta, with possibly occasional arthropod transmission. 
It has not been proved that man-to-man transmissions 
may occur. Mice infected naturally may carry the virus 
throughout life and the female may transmit it to her 
offspring. 

Wooley ef al. (1937) reported that up to 12% of 
samples of serum from persons not suffering from the 
disease possessed neutralizing antibodies against L.C.M. 
virus, but this has not been confirmed in recent years in 
U.S.A. or elsewhere. MacCallum (1949, 1950) has found 
that only 3 to 5% of two series of cases of lymphocytic 
meningitis investigated in England in 1947-9 had had 
a recent infection with this virus. 


Final diagnosis depends on laboratory methods. The 
virus has been isolated from blood, cerebrospinal fluid, 
and nasopharyngeal secretions during the febrile period 
by intraperitoneal inoculation into guinea-pigs or intra- 
cerebral inoculation into mice. Complement-fixing anti- 


bodies develop in the serum three to four weeks, and ° 


neutralizing antibodies usually six to eight weeks, after 
the onset of illness. 

After exposure to the virus an incubation period of 
5-10 days may be followed by an influenza-like attack 
of 7-20 days’ duration. Recovery may ensue or, after 
some days’ remission, meningeal symptoms may appear. 
These persist for 7-30 days, gradually recede, and are 
followed by recovery. Few fatal cases of proved infec- 
tion have been reported (Smadel et al., 1942). Some- 
times the attack is initiated by meningeal symptoms and 
in severe cases there may be somnolence, disturbed deep 
reflexes, and paralysis. The cerebrospinal fluid is sterile 
bacteriologically, and cell counts range from a few 
hundred to 3,500, mainly lymphocytes. ss 

The differential diagnosis includes other forms of 
meningitis, encephalitis, and anterior poliomyelitis. 
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LYMPHOCYTIC CHORIOMENINGITIS 


Two Recent Cases x, 
Lymphocytic choriomeningitis is not-a_ notifiable 

disease, and few cases have been reported in this coun- 

try. Below are given details of two cases occurring, 


nearly 16 months apart, in houses in the same road 


separated by only a few yards. As mice in this area 
were found to be infected with L.C.M. virus, the record 
may be of public health interest. 


Case 1 

This case has been previously reported by MacCallum 
(1949). A labourer aged 52, of No. 50, Z Road, suffered 
from headaches of increasing severity for three weeks until 
on November 16, 1948, he was confined to bed. He felt 
better on November 22 and returned to work, but he 
collapsed the next day and was taken home. On the 24th 
he was admitted to the Park Hospital, Lewisham, complain- 
ing of vomiting, pains in the back and limbs, with some neck 
stiffness and drowsiness. There was marked photophobia 
and a positive Kernig sign. The cerebrospinal fluid was 
opalescent and contained 1,800 cells per c.mm., 50% being 
polymorphonuclear leucocytes, and L.C.M. virus was iso- 
lated from it by guinea-pig inoculation. The diagnosis was 
confirmed serologically by complement-fixation tests with 
the following results: (1) serum taken on the 41st day of 
illness, titre 1/8 ; (2) serum taken on the 61st day of illness, 
titre 1/8 ; (3) serum taken five months after onset, titre 1/2 ; 
(4) serum taken one year after onset, negative. The titres 
refer to the initial dilutions of serum in which complement 
fixation occurred. 


On being questioned, the patient said that there were 
large numbers of mice in his rooms. He had been trapping 
them and clearing out the traps afterwards. Attempts were 
made to trap mice, but only one was caught about two 
months after the probable time of infection. No virus-was 
isolated from its brain or spleen. 


Case 2 

A married woman aged 69, of No. 86, Z Road, had been 
treated at home by her doctor for bronchopneumonia since 
February 8, 1950. Her condition improved rapidly until 
February 23, when she was admitted to Lewisham Hospital 
in a drowsy, dehydrated, flushed state with some neck rigidity. 
The cerebrospinal fluid was cloudy and under pressure, con- 
taining 400 lymphocytes and 200 large mononuclear cells 
perc.mm. She rapidly improved until by March 1 she was 
symptom-free apart from slight headaches, and was dis- 
charged on March 29. The cerebrospinal fluid was not 
examined for virus. A presumptive diagnosis of lympho- 
cytic choriomeningitis was made serologically by complement- 
fixation test with the following results: (1) serum taken on 
the 20th day of illness, titre 1/8 ; (2) serum taken on the 28th 
day of illness, titre 1/8 ; (3) serum taken on the 49th day of 
illness, titre 1/16; (4) serum taken nine and a half months 
after onset, negative. 

In view of the diagnosis, arrangements were made to trap 
mice at the house. Three mice were caught, and, from the 
pooled brains of these, L.C.M. virus was isolated after 
inoculation into guinea-pigs and mice. 


Investigation into the Cause 

Owing to the proximity of the houses of these two 
patients it was decided to visit each of the 73 houses 
comprising the block made by the four roads (see dia- 
gram) to inquire specifically for the presence of mice 
and to set traps if possible. About a dozen houses 
at a time were visited, and the purpose was explained. 
For various reasons traps were set in only 34 of the 73 
houses. Ten more mice were caught and examined for 
virus. A 2% suspension of each mouse brain was 
inoculated intracerebrally into six mice. These were 
examined daily. Where virus was present, the 
mice showed ruffled coats, had laboured respiration, 


and developed convulsions with terminal spasm 
six to nine days after inoculation. Where no 
signs of illness were noted the mice were further tested 
intracerebrally, 14-21 days after the original inoculation, 


ROAD Y 


INFECTED MOUSE CAUGHT 
53 MOUSE CAUGHT NOT INFECTED 


with a known strain of virus to detect any immunity 
which might have developed from a subclinical infec- 
tion. Details of the results are as follows: 


Address Caught No. of Mice Result 
50, Z Road 9/12/48 1 No virus isolated 
* = 31/3/50 3 Virus isolated from pooled 

ca 4/5/50 1 No virus isolated 

GZ» 3/5/50 1 Virus isolated 

26/5/50 No virus i 

Gm w 26/5/50 1 Virus isolated 
27/5/50 1 No virus 

14/7/50 1 oop ” 

> 12/7/50 1 Virus isolate 
13/7/50 1 No virus 

107, x ” 14/7/50 1 ” ” ” 


Sera from three inhabitants of No. 66, Z road, in 
which an infected mouse had been trapped on May 3, 
contained no complement-fixing antibody against L.C.M. 
virus when tested 29 weeks later. It is apparent that 
they had not been infected with L.C.M. virus during the 
preceding six months. The back gardens of the houses 
in Z and X roads are separated by an old low brick wall 
or a wooden fence. The main structures of the two sets 
of houses are 80-90 ft. (24.4-27.4 m.) apart. Many of 
the gardens contain sheds which mice might inhabit, but 
in fact mice were trapped only in the houses. 


From unpublished observations (Southern, personal 
communication, 1950) it appears that the movement of 
house mice is limited and may be confined to contiguous 
rooms. If they migrate it is thought most likely that 
they will move to near-by houses, less likely that they 
will move into gardens and thence into houses opposite, 
and least likely that they will move across moderately 
wide metalled roads to houses on the opposite side. 
From time to time movement wider afield takes place, 
but its extent is unknown. 

An inquiry into the possible occurrence of further 
cases in Lewisham was carried out. Over 200 doctors 
were circularized, but no other cases, suspected or con- 
firmed, were reported. Similarly, seven of the eight 
M.O.H.s of surrounding districts stated that no cases 
had occurred in their areas during the preceding two 
years. The other M.O.H. reported a case which 
occurred in February, 1950, in a house 34 miles (5.6 
km.) from the block of houses containing the two re- 
ported cases. No mice were caught in the rooms 
occupied by the patient, but two were trapped in the 
flat below, and from these L.C.M. virus was isolated at 
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Colindale. These boroughs, with Lewisham, cover an 
= of 66 square miles (171 km.*) with a population of 
950,000. 


Acknowledgment is made to Dr. H. S. Banks, of the Park Fever 
Hospital, and to Dr. C. Knight McDonald, of Lewisham Hospital, 
for their co-operation in providing case histories and specimens 
from the patients. 
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A CASE OF CHRONIC NEUTROPENIA 
TREATED BY SPLENECTOMY 


BY 


J. R. ARMSTRONG, M.D. 
Physician, Stracathro Hospital, Brechin, Angus 


In view of the reports of chronic neutropenia which 
have recently appeared in the literature, the following 
case seems worthy of record. 


Case Report 

A motor-lorry driver aged 45 was admitted to hospital, in 
March, 1947, suffering from an abscess in the perineum. 
His temperature was 100° F. (37.8° C.), pulse 82, and respira- 
tions 20. He was pale and sallow and had no symptoms 
beyond pain at the site of the abscess. This was incised, 
and, because of its failure to heal, he came under medical 
observation, when a chronic ulcer was found in the perineum, 
lying anteriorly to the rectum; the edges were hard and 
undermined, the base was unhealthy, and there was surround- 
ing induration. A biopsy examination of the ulcer tissue 
did not reveal any specific characteristics. The Wassermann 
reaction test was negative. On May 27 the liver was enlarged 
three fingerbreadths below the costal margin and the spleen 
was also palpable. The blood showed a severe leucopenia. 
with a marked diminution in the number of neutrophil 
cells. 

From May 9 to the end of June fever continued and the 
white corpuscles varied from 900 to 1,000 per c.mm., and 
a considerable reduction in the percentage of neutrophil cells 
was noticed. Most of the cells were very primitive, and some 
of these contained nucleoli and showed monocytoid features. 
During June the liver and spleen were considerably enlarged 
and the patient developed an ischio-rectal abscess. The white 
cells varied between 1,200 and 2,000 per c.mm. Treatment 
with penicillin and pentnucleotide was given, and on June 13 
the white cells numbered 2,000, but no granular leucocytes 
were seen in the film. Four weeks later the leucocytes 
still numbered only 1,000, and a blood film showed 
only one or two granulocytes. Nearly all the white cells 
were of the monocyte series. The ulcer in the peritéum 
Bad—by-tHe-Ume healed, and the patient was allowed to 
return home but was instructed to remain under observation. 

In spite of treatment the white-cell count had failed to 


hypochromic normocytic anaemia, and thrombocytopenia, 
and anormal bone-marrow His condition was thought to 
be due to hypersplenism, it was decided that, if improve- 
ment did not occur or if deterioration should take place, 
he should return for splenectomy. On September 13 the 


improve, and the patient left hospital with a leucopenia, ferns the following characteristics: 


white cells were 3.850, haemoglobin 100%, platelets 
188,000, bleeding-time 2 minutes, and the coagulation time 
4 minutes. Splenectomy was performed on September 25. 
On the 27th the white cells numbered 12,600 (polymorphs 
80%, lymphocytes 14%, monocytes 6%) and platelets 
300,000 per c.mm. After the operation the patient developed 
a left-sided basal pneumonia, but eventually made a satis- 
factory recovery and returned home on December 17. A 
histological report on the spleen did not indicate any changes 
characteristic of any particular disease. 

From’ December, 1947, until October, 1948, the patient 
remained in good health, but was then readmitted to hospital 
on account of a streptococcal sore throat. A blood examina- 
tion at this time showed: red cells, 5,370,000; white cells, 
4,600 (neutrophils 5%, lymphocytes 78%, eosinophils 1%. 
basophils 3%, Tiirk cells 4%, monocytes 9%); colour index 
1. The erythrocytes were normocytic and normochromic. 
The platelets were numerous and large, but there was a 
marked neutropenia, and sternal puncture revealed a 
moderately cellular normal marrow. The myeloid series of 
cells consisted mainly of myelocytes and metamyelocytes and 
a few scanty myeloblasts. The 6t0od uric ao at this time 
was 3.4 mg. per 100 ml. (serum). Blood counts gave the 
following results, along with occasional myelocytes : 


November, 1948 December, 1948 |January, 1949 
10th | 14th | 2ist | 29th | 9th | 13th | 23rd | Sth | 13th 
W.B.C... | 4,800 | 5,100 | 5,500 | 4,500 | 5,500 | 9,000 | 8,800 | 4,300 | 4,200 

phils . . ™%| 2%] 13%] 33%] 49%] 4%} 3%] 2% 


On November 9 the patient developed an irritable erythe- 
matous rash on his arms and legs, but this cleared up satis- 
factorily. On November 29 nodular inflammatory areas 
appeared in both buttocks, and on December 13 two 
abscesses were opened and drained. He was finally dis- 
charged from hospital in good health on January 13, 1949; 
the white cells at this time numbered 4,280, with 20% 
neutrophils. 

When examined on January 10, 1950, he was found to be 
in good health and weighed 14 stone (88.9 kg.). He had 
completely recovered from his illness, but there was still a 
relative neutropenia, the figures of the blood count being: 
red cells, 5,320,000; white cells, 7,000 (neutrophils 33%, 
lymphocytes 59%, monocytes 4.5%, eosinophils 1.5%, baso- 
phils 2%); P.C.V., 52%; CI, 0.85; M.C.V., 98’; 
M.C.H.C., 28%. The red blood cells were of good size and 
shape, but hypochromic. Platelets were numerous. A rela- 
tive neutropenia with a shift to the left was noted. 


Discussion 


In this case a diagnosis of hypersplenism was made 
and the patient underwent splenectomy. It is interesting 
to note that after the operation, whilst his general condi- 
tion improved, the white-cell count remained for a long 
time at a low level and at the last blood examination 
there was still a relative neutropenia. Furthermore. 
histological examination of the spleen did not show any 
abnormality. 

Many cases of neutropenia have recently been re 
corded. Primary splenic neutropenia was originally 
described by Wiseman and Doan (1939, 1942), who 
profound 
ranulocytopenia, hyperplasia of the bone marrow, 
plenomegaly, and the curative effect of splenectomy. 

At no time did my patient show any evidence of 
haemolytic anaemia, and, although the spleen was 
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removed, the white cells, and in particular the neutro- 
phils, did not appreciably increase in number and the 
bone marrow was normal. It would appear that the 
patient when last seen was still suffering from a chronic 
neutropenia. 

Reznikoff (1946) has pointed out that the character- 
istics of chronic neutropenia consist of splenomegaly 
and hyperplasia of the bone marrow, especially the 
myelogenous elements, and has stressed the importance 
of the presence of hyperplasia, or at least the absence 
of hypoplasia of the bone marrow, before splenectomy 
is contemplated. Moore and Bierbaum (1939) reported 
on the treatment of chronic neutropenia by splenectomy. 

Primary splenic neutropenia has been described by 
Rogers and Hall (1945), who give a complete list of the 
possible causes of the condition and stress the following 
facts in the pathological details: inhibition of granulo- 
poiesis in the bone marrow; arrest of maturation of 
blood cells ; and excessive destruction of neutrophils. 

Other writers consider this relatively newly recog- 
nized splenic syndrome of neutropenia to be closely 
related to congenital icterus and thrombocytopenic 
purpura, and it has been pointed out that in any one 
of these conditions splenectomy is almost invariably 
followed by an increase in all the circulating blood 
elements. In the case of chronic neutropenia, however. 
it appears that an increase in the white cells does not 
always follow splenectomy, and this is what happened 
in the present case. Hattersley (1947) has described a 
case of severe chronic neutropenia occurring in a patient 
who after ten years eventually underwent splenectomy 
and whose spleen was found to be of normal size. 

Fullerton and Duguid (1949) described a case of 
cyclical agranulocytosis occurring in a patient who 
showed improvement after splenectomy, but who still 
had a persistently low count, although polymorpho- 
nuclear leucocytes never completely disappeared from 
the blood. Splenic neutropenia is often precipitated by 
infection, or at least blood findings become apparent 
during and after infection ; and Langston, White, and 
Ashley (1945) suggested that a neutropenic individual 
is more susceptible to chance infections and that the 
infection draws attention to the hitherto unsuspected 
neutrophil deficiency. 

Rogers and Hall have described primary splenic 
neutropenia and have mentioned associated liver disease. 
They postulated the existence of a leucolysin which is 
found in the spleen and of suppressed leucopoiesis in 
the bone marrow. 

Kracke and Riser (1949) reported on nine cases of 
hypersplenism and enumerated the criteria for this con- 
dition as follows: a spleen that is clinically enlarged ; 
depleted cell values of the blood, including neutropenia 
or anaemia ; demonstration of the fact that the bone 
marrow production is not impaired ; and demonstration 
of splenic overactivity by the adrenaline test. These 
writers recommend splenectomy in cases showing func- 
tional overactivity of the spleen. They point out, how- 
ever, that careful selection of such cases is necessary, 
because splenectomy is a serious operation and not one 
which should be lightly undertaken. 


Summary 


A case of chronic neutropenia occurring in a patient who 
has undergone splenectomy is described. 

Splenectomy seems to have improved the general condition. 
while the blood continues to show a relative neutropenia. 


= 
I am indebted to Dr. A. W. Hendry for his criticism and 
advice in the presentation of this case. 
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“REFRACTORY ANAEMIA” AFTER 
ARSPHENAMINE DIGLUCOSIDE - 
(STABILARSAN) 


BY 


Cc. N. PARTINGTON, M.B., Ch.B., D.C.P. 
Deputy Director, Dorset County Laboratory 


AND 
WATSON ROGERS, M.B., B.Ch. 


Aplastic anaemia is a rare complication of organic 
arsenical therapy; Wintrobe (1946) records recovery 
from the condition, but this is not invariable. The 
patient here described, when first seen, showed grave 
anaemia, leucopenia, thrombocytopenia, and _ the 
symptoms of haemoglobin deficiency. The successful 
use of dimercaprol (“B.A.L.”) post-arsenical 
dyscrasias has been recorded by Eagle (1946), and it 
was decided to use this drug in addition to other gener- 
ally accepted methods of treatment, as our case showed 
features in common with those described by this author. 


Case Report 


The patient, a man aged 31, was admitted to hospital on 
November 13, 1949. In March, 1949, he had presented with 
a secondary syphilitic rash. The Wassermann reaction and 
Kahn test were both strongly positive, and he was treated 
at the venereal disease clinic as follows: (1) From March 11 
to May 17 he received 10 weekly injections of “ stabilarsan,” 
0.6 g.. and bismuth, 0.3 g. (total: 6 g. of stabilarsan, 3 g. 
of bismuth). He also received a five-day course of procaine 
penicillin, 6,000,000 units being given during this period. 
(2) From August 23 to October 11 he received a further 
six weekly injections, a total of 3.5 g. of stabilarsan and 
1.7 g. of bismuth being given. 

He was next seen on November 10, when he complained 
of malaise, breathlessness, and inability to work. On 
examination he was clinically anaemic, the pulse rate was 
100, but there were no other abnormal physical signs. 
There was no jaundice, skin eruption, or enlargement of 
spleen or lymph nodes. His haemoglobin was found to 
be 28% (100% =14.8 g.). He was regarded as a case of 
aplastic anaemia following organic arsenical treatment. 

On November 14 he was transfused with 2 pints (1.14 
litres) of fresh blood of his own group (Group O, D posi- 
tive), and a further 2 pints was given on the 16th. There 
were no reactions. His haemoglobin was then 40%. Treat- 
ment with dimercaprol was started on the 16th, 2 ml. of 
5% solution in arachis oil being given four-hourly for 12 
hours, then twice daily for four days. A further two half- 
pints of fresh packed blood cells were given at the end of 
this course as his haemoglobin was still only 51%. The 
patient said he felt well and was anxious to return home. 
He was therefore discharged the next day to continue 
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treatment as an out-patient. Throughout his stay in hospital 
he received, in addition to the treatment mentioned: from 
November 16 to 22 compound ferrous sulphate, B.P.C., 
1 tablet thrice daily ; procaine penicillin, 300,000 units daily ; 
and on alternate days from November 13 to 19 sodium 
nucleinate, 1 ml. 

After discharge he continued to make progress, as the 
haematological reports show. The ferrous sulphate was 
continued for two months, but other treatments were 
stopped. 

The regular haematological findings are set out in the 
Table. Other findings were: November 16: clotting-time 
(Lee and. White method), 27 minutes (normal, 4-7 minutes) ; 
bleeding-time (Duke’s method), 19 minutes (normal, 2-5 
minutes) ; blood Group O, D positive ; icterus index, 2 units ; 
prothrombin time (modified Quick’s method using “ difco” 
thromboplastin), 19 seconds (normal, 15 seconds). Novem- 
ber 23: clotting-time, 20 minutes ; bleeding-time, 17 minutes ; 
icterus index, 2 units; prothrombin time, 17 seconds. On 
February 8 and November 15, 1950, the bleeding and 
clotting times were normal. 


Haematological Findings 


12/11/49 | 15/11/49 | 16/11/49 | 18/11/49 | 23/11/49 | 30/11/49 
39% 40° 519 58° 70° 
2,306,800 2.600800 3,400,800 3,600800 
‘one 0-19 2° 39 
- = 1.160 100 1,600 
27%, 28% 22% 25% 43% 
18% 16% 18% 12% 
58% 
| som | | | 
60.000] 65,000) — 
7/12/49 |14/12/49 |28/12/49 | 8/2/s0 | 15/3/50 | 15/11/50 
Haemoglo- | 
bin... | 719 699 80° 95% | 105° 
RBC. |3, 3,306,800 3,600,800 5,005,800 ‘505400 
1% a i, 
cr 66% 62% 59% 57%, 60° 62%, 
cytes .. | 30% 30% 39% 37% 35 309 
Monocytes 4 5 “I 4 , 
Platelets . . 75600 170,000 
Discussion 


It will be seen that the platelets returned to normal in 
one month and the white cells in three months. These 
findings agree with those of Hart and Humble (1949) 
in their case of aplastic anaemia following neoarsphen- 
amine, illustrating that the neutropenia is later in 
recovering. In the early stages the lymphocytes were 
divided into large and small, as a number of the former 
were atypical, possessing a large oval nucleus and 
abundant bluish-grey cytoplasm, with many azure 
granules. Eosinophils were not seen during the first 
seven examinations, although a minimum of .200 cells 
were counted. The title of aplastic anaemia is not given, 
as we have no proof of the state of the bone marrow. 
Sternal puncture was considered, but in view of the 
greatly prolonged clotting and bleeding times, and the 
strongly positive capillary resistance test in two minutes 
with pressure at 84 mm. Hg, it was thought that the 
risks involved outweighed the academic indications. We 
have therefore preferred to use the term “refractory 
anaemia.” 

Eagle states that in 10 of 11 patients with arsenical 
agranulocytosis who were given dimercaprol there fol- 
lowed an increase in the total white count and an even 
more pronounced increase in the proportion of poly- 


morphs. He says that, in some, this change was 
apparent in two days and the white count approached 
normal in seven days. His eleventh patient, who showed 
in addition a reduction in the number of platelets, died 
on the fourth day. This author claims that dimercaprol 
had no effect in three cases of aplastic anaemia occur- 
ring as a complication of arsexotherapy. Although in 
our patient the peripheral blood did not show initially 
the extreme degrees of changes which have been noted 
in some cases, they were nevertheless well marked. 
The favourable response to treatment, although provid- 
ing no absolute proof that it was due to dimercaprol, 
does suggest that it is worth a trial. 


Summary 


A case of “refractory anaemia” following arsphenamine 
diglucoside (“ stabilarsan ”) administration is described. The 
peripheral blood showed anaemia, leucopenia (particularly 
granulocytopenia), and thrombocytopenia. Response was 
observed shortly after the usual therapy and dimercaprol, 
and almost full recovery occurred within three months. 
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Medical Memoranda 


A Case of Sjégren’s Disease with 
Scleroderma 


The following case is of interest on account of the 
occurrence of Sjégren’s disease in the male and because, 
like Sheldon’s (1938) case, it is associated with sclero- 
derma and pigmentation of the legs. 


Case Report 

A man now aged 59 began to complain of symptoms in 
his legs and feet soon after the 1914-18 war. He had had 
“trench feet” in 1918, but very mildly, so that he was 
never in hospital for this, and significant symptoms 
developed only gradually over the course of years. They 
consisted of cramping pains in his feet and in his legs 
below the knees, always worse if the limbs were cold, if he 
stood for long, or if he walked very far. After standing 
his legs became swollen and discoloured. These pains had 
steadily worsened over the years, so that, whilst he did 
manage to work intermittently as a farm labourer until 
1939, he had not been able to do so since. 

In 1917 his teeth broke off and the gums became rotten, 
and in 1925 all the teeth were extracted and dentures fitted. 
Dryness of the mouth was first noticed in 1919 and has 
persisted ever since, so that he can swallow dry food such 
as bread only if he takes water with it. Dryness of the 
eyes was first definitely noticed a few months ago, when, 
being depressed about his legs, he found himself unable to 
weep ; but it could have been present much before, and he _ 
has long known that his eyes would burn if exposed to 4 
wind and that he dared not face the sun. The eyes have, 
however, never been acutely inflamed or ulcerated. Neither 
salivary nor lacrimal glands have ever been swollen, nor 
has he suffered from mumps. His skin, he says, is usually 
dry and often seems to be “hot and burning”; he sweats 
a little on the palms of his hands, but hardly at all on 
brow, axillae, and other parts. His hands are not unduly 
sensitive to cold, but his wrists and ankles will swell if he 
keeps them long in water. Otherwise his health has always 
been fairly good, although for the past 10 years or so there 
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has been some shortness of breath on exertion. He married 
in 1923 and had two children—a daughter now aged 22 and 
a son who died at 18 years of a stomach complaint. He has 
continued to have normal sexual relations with his wife 
about once a fortnight. He shaves each morning, but states 
that the beard is very soft. Family history: both parents 
and his only brother are dead; four sisters are alive. So 
far as he knew none had a dry mouth. 

On examination he was seen to be of medium build and 
average intelligence, though rather depressed in mood. His 
body temperature was normal. There were no telangi- 
ectases. The skin everywhere was a little dry, but on the~ 
legs below the knees it was greatly thickened, shiny, inelastic, 
and patchily pigmented. The soles of the feet were hyper- 
keratotic, but were softened on the instep by a fungous 
infection. In each leg the pulsations of the popliteal and 
posterior tibial arteries could be felt, but not the dorsalis 
pedis, perhaps because of the thickened skin. Moderate 
varicosity of veins was present on each side. The finger- 
nails were normal, but the toenails showed trophic changes, 
and there was a small ulcer on the right shin. Body hair 
was scanty, especially in the axillae, and was of feminine 
distribution about the pubes. The genitalia were hypo- 
plastic. The eyes showed evidence of old blepharitis, but 
not of any corneal ulceration. The mucous membrane of 
the mouth was obviously dry, and the tongue was dry, red, 
and wrinkled. The nares showed the characteristic changes 
of atrophic rhinitis sicca with some paranasal infection. 
The pharynx and larynx were quite dry too, except for a 
little sticky mucus on the vocal cords ; the voice was corre- 
spondingly rather hoarse, and the patient stated that when 
he had a cold it usually disappeared completely. The sali- 
vary and lacrimal glands were not enlarged or unduly hard. 
The lungs and heart were clinically normal, and the B.P. 
was 150/90. Optic fundi and pupils were normal, and the 
only changes noted in the C.N.S. had been some diminished 
pain and touch sense in the lower two-thirds of the legs with 
absent ankle-jerks. Vibration sense was present, however, 
in the toes. The urine contained neither albumin nor sugar. 


Investigations 


Schirmer’s tests for lacrimal secretion (Sjégren’s technique) 
showed that none of the litmus paper beyond the lid margin 
became moistened by the end of five minutes, and that, 
after cocainization of the cornea and stimulation of each 
nostril in turn by a camel-hair brush, moistening did not 
occur outside the lid margin on the left side, and on only 
0.5 cm. on the right, in the course of two minutes. It was 
concluded that lacrimal secretion was grossly defective. 
A radiograph of the nasal sinuses showed an opaque 
left antrum, the other sinuses being denser than normal. 
A radiograph of the chest was normal, except for kypho- 
scoliosis of the spine. A barium swallow showed no 
sclerodermatous change in the oesophagus. Radiographs 
of the hands, knees, legs, and ankles were normal, but 
those of the feet showed general decalcification, especially 
of the terminal phalanges. 

A blood count showed: red cells, 3.900.000 per c.mm. ; 
Hb, 78% (11.5 g.%); white cells, 7.800 per c.mm. (poly- 
morphs 74%, lymphocytes 16%, monocytes 8%, eosinophils 
2%). The E.S.R. (Wintrobe-corrected) was 20 mm. in one 
hour. The blood Wassermann reaction was negative ; 
Mantoux 1 in 1,000 was negative. Blood chemistry: 
calcium, 10.8 mg. per 100 ml. ; inorganic phosphate, 3.8 mg. 
per 100 ml.; urea, 20 mg. per 100 ml.; glucose-tolerance 
curve, 120, 220, 220, 150, and 120 mg. per 100 ml. with 
slight glycosuria, but no acetonuria, from one to two hours. 

Liver function: Serum alkaline phosphatase, 6.9 units 
(Jenner and Kay); thymol turbidity, 14 units ; flocculation, 
++++ (later, 8 units and ++, respectively); hippuric 
acid excretion, 3.4 g. in four hours (normal, at least 3.2 g.) ; 
plasma proteins, total 8 g.% (albumin 2.8, globulin 4.5, 
fibrinogen 0.7 g.), later total 7.5 g.% (albumin 3.2, globulin 
3.7, fibrinogen 0.6 g.). Biopsy: except for some wear and 
tear pigment, there was no abnormality in the portion of 


liver examined, and in particular no evidence of Boeck’s 
sarcoidosis. 17-ketosteroid excretion, 6.8 mg. in 24 bours. 
Fractional test meals: alcohol, no free acid produced ; 
histamine, a little free acid, but all specimens very scanty 
and viscid. An _ electrocardiogram showed left axis 
deviation only. : 

In view of W. Stahel’s claim (quoted by Parkes Weber, 
1938) that great improvement occurred on treatment with 
vitamin A, this patient received 24,000 units daily by mouth 
for three months without any perceptible benefit. | 


We would like to thank the Director-General, Medical Services, 
Ministry of Pensions, for permission to publish, and Dr. F. K. 
Herbert for the ketosteroid estimation. 


A. B. Harrincton, M.D. 
H. A. Dewar, M.D., M.R.C.P. 
Ministry of 


Dunston Hill, 
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Glandular Fever and Chloramphenicol 


Recently I had the chance of observing a case of 
glandular fever in which chloramphenicol had a striking 
effect. 

A girl aged 12 years 9 months had a fainting fit at her 
boarding school on the evening of October 6, 1950, and 
next day a “cold” with a temperature of 101° F. (38.3° C.). 
The temperature slowly subsided, but the girl did not feel 
well. On the evening of October 14 another fainting fit 
occurred, and her temperature immediately afterwards was 
102° F. (38.9° C.). She returned to her home the next day 
and was seen by me in the evening. She complained of 
backache and pain in the neck. Her temperature was 
99.8° F. (37.7° C.), -her face was flushed, with marked 
pallor of the naso-labial triangle, the right tonsiliar gland 
was enlarged and tender, the tongue was furred, and a 


few red and enlarged lymph follicles were present on the. 


posterior pharyngeal wall; chest, abdomen, and reflexes 
were normal. 
October 16: Morning temperature 104° F. (40° C.), severe 
headache, tonsillar gland more painful and swollen. 
October 17: The temperature, which had gone down to 
normal the previous evening, rose again to 104° F. at mid- 


day; there was tenderness of small axillary and inguinal 


glands. 

October 18: Large glandular packets on the right in the 
anterior and posterior triangles, very tender; spleen just 
palpable and very tender ; W.B.C., 18,200 (polymorphs 13%, 
lymphocytes 64%, monocytes 8%, rod shapes 8%, eosino- 
phils 7%). 

October 19 and 20: Swinging temperatures with several 
spikes of over 103° F. (39.4° C.), new groups of tender 
glands appearing on the left side of the neck. 

October 21: Start of treatment with chloramphenicol, 
250 mg. every six hours. 

October 22: Temperature normal, general well-being, no 
new glands appeared ; some of the old ones and the spleen 
still tender. 

October 24: Temperature remained normal, all glandular 
swellings disappeared, except the sight tonsillar gland, 
which was greatly diminished in size and not now tender. 
Hb, 65%; R.B.C., 3,900,000 per c.mm.; W.B.C., 11,200 
(polymorphs 37%, lymphocytes 48%, monocytes 5%, rod 
shapes 8%, eosinophils 2%). The child had received 
altogether 5 g. of chloramphenicol. 2 

November 3: Child well. Indurated right tonsillar gland 
palpable. Hb, 80% ; R.B.C., 4,300,000 per c.mm.; W.B.C., 
8,600 (polymorphs 33%, lymphocytes 55%, youth forms 5%, 
rod shapes 6%, eosinophils 1%). P. Kane, M.D. 
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MODERN PAEDIATRICS 


Modern Trends in Paediatrics. Edited by the late Ay 
Leonard M.D., F.R.S., F.R.C.P. (Pp. 
15s.) London: Butterworth and 
This volume, edited by the late Sir Leonard Parsons, 
was published “to provide an authoritative and up-to- 
date account of some aspects of the nzwer paediatrics,” 
and the subjects chosen cover a wide and interesting 
range of topics including developmental, clinical, pre- 
ventive, and administrative aspects of paediatrics. The 
editor obtained the collaboration of a distinguished team, 
including paediatricians and specialist-colleagues from 
Sweden, the U.S.A., and Holland, as well as from Britain 
and the Commonwealth. The result is an excellent 
volume, well written, well produced, and for the most 
part well illustrated. 

The book is essentially one for reference purposes, 
and by the nature of things—paediatrics being so wide 
in scope—it has not been possible to include a number 
of important subjects that properly come into the 
category of “newer paediatrics.” The reader who 
wishes to turn up some particular problem may there- 
fore be disappointed to find no reference to it ; but he 
will soon forget his disappointment, for he is sure to 
see some chapter that attracts his attention, and he will 
be encouraged to treat himself to the valuable and 
pleasant intellectual pastime of “browsing.” There 
should be some relaxation from the modern habit of 
high-pressure planning, with its intense concentration 
on practical means and ends, and this book will help 
to provide a salutary escape. 

An attractive feature of most of the chapters is that 
the writing has a distinctive, almost intimate, quality 
that is conveyed more often by the spoken than the 
written word, and for this we are indebted to the per- 
sonal influence of the editor, whose success as leader 
of a team was due mainly to his own inspiring example 
and the response that it evoked. 


preted “trends” on a wider basis than “ recent advances,” 

and surely this is right. As a result, British paediatric 
literature has been enriched by a book that, despite the 
constraining adjective “ modern ” in its title, pays respect 
to earlier history ; and the reader who looks for some- 
thing more than a factual statement of modern tech- 
niques and therapeutics will be gratified that the presen- 
tation of the selected subjects is not fragmentary but 
on a broad canvas. A minor criticism may be that in 
some cases the authors have restated “ textbook ” facts 
and have described technical details that will be well 
known to most of those who are likely to read the 
book. By omitting this type of material it would have 
been possible to comment more on evolution or trends 
without increasing the size of the book. 

It is sometimes said that scientists are poor hands at 
writing, even on their own special subjects ; that their 
English is of inferior quality, their vocabulary restricted, 
and their exposition faltering and uninspiring. This 
criticism could not be levelled against the contributors 
to this book. It would be invidious to single out par- 
ticular sections for special praise when the general level 
_is so high, but at least three of the-chapters are models 
of perfection. Those who are ambitious to write con- 


REVIEWS 


It will be noted that most of the authors have inter- 


cisely and attractively would do well to spend some time 
in reading and studying this volume of “Modern 
Trends.” 

NorMaAN B. CAPOoNn. 


RADIOACTIVE ISOTOPES 


The Clinical Use of Radioactive Isotopes. By Professor 
Bertram V. A. Low-Beer, M.D. (Pp. 414; illustrated. 
£3 10s.) Springfield, Illinois: Charles C. Thomas. 
Oxford: Blackwell Scientific Publications. 1950. 
When an investigator of Dr. Low-Beer’s authority writes 
so lucidly and comprehensively on a subject of this 
importance, his book is likely to prove of outstanding 
value. In this review of radio-element investigation and 
treatment Dr. Low-Beer has combined a broad survey 
of basic physical and chemical methods with an excel- 
lent account of the clinical applications of these isotopes 
in investigation and therapy, many sections containing 
previously unpublished material. In particular, those 


on radiophosphorus and radiocobalt therapy will be of © 


great practical value as including the author’s experience 
and views on these methods. The remaining sections on 
therapy are adequate, if less full, and give a useful sum- 
mary at the time of writing. Inevitably, recent develop- 
ments, for example of cavity radiation by sodium and 
gold isotopes, are not discussed, and the applicability of 
radio-iodine in thyroid destruction and in certain cases 
of thyroid carcinoma is clearer now than would appear 
from Dr. Low-Beer’s discussion. 
work published by 1949 is admirably summarized. 

The uses of radio-isotopes in clinical investigation are 
particularly well and fully covered, with a wide but 
well-selected bibliography. Minor criticisms might be 
made, as of the author’s doubts about quantitative esti- 
mation of radio-elements in vivo by external counting. 
In general, however, the balance and judgment of his dis- 
cussion are remarkable in view of the variety of subjects 
described, and it forms a most readable survey of clinical 
or human work done with each radio-isotope of 
importance. 

The section on physical principles gives a helpful 
introduction, but it ranges rather widely and might with 
advantage be more concentrated on those subjects on 
which counting methods depend. Thus electron orbits 
and radioactive decay series are considered, but counter 
design is only broadly discussed, and liquid counters, 
scintillation counters, and problems of shielding for 
directional counting are not described. Some errors 
have escaped correction in proof, such as thyroxine for 
thyrotropin, and milligrams for micrograms, and there 
are some minor slips in mathematical expression. The 
general presentation and illustration, however, are excel- 
lent, and the book will give the greatest value and 
delight to anyone interested or working in this important 
field of investigation. 

E. E. Pocuin. 


EXHIBITIONISM 


Exhibitionism, By N. K.-Rickles, B.S.,M.D. (Pp. 198. 
£2.) London: J. B. Lippincott. 1950. 
The development of a scientific approach to sexual prob- 
lems proceeds apace. From the brilliant descriptive 
studies of Havelock Ellis and.the more profound and 
intensive psycho-pathological investigations of Freud 
there has now emerged a combined individual and 
social approach to sexual abnormalities of which the 
present book is a good example. Within a compara- 
tively short compass Dr. Rickles gives a systematic 
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outline of the problem, discussing it from the descriptive, 
statistical, social and anthropological, psychiatric, 
psychological, therapeutic, and forensic points of 
view. These various aspects are illustrated from the 
author’s clinical records, and the book contains a fairly 
comprehensive account of some typical cases. This 
work should be read by psychiatrists, sociologists, and 
all concerned with the investigation of criminal offences, 
as well as by the general practitioner, who from time 
to time encounters such cases before they come to the 
courts. 

Dr. Rickles’s is for the most part 
Freudian, and presupposes rather more understanding 


_ of unconscious mechanisms than the general reader is 


likely to possess. And since his presentation is 
extremely condensed, it cannot do justice to some of 
the unsolved problems of exhibitionism, in particular 
its relation to homosexuality and to the less direct forms 
that are found in some women of a homosexual dis- 
position. - Some observers may also think that the 
author takes too sanguine a view of the accessibility of 
the exhibitionist to psychological treatment. His own 
methods include exploratory analysis with or without 
thiopentone, and a variety of social adjustments. These 
reservations apart, the book can be strongly recom- 
mended. It will bring home to any reflective reader 
the urgent need to re-examine criminal procedure, and 
in particular the disposal of sexual offenders, in the 
light of modern discoveries in psycho-pathology. 
EDWARD GLOVER. 


ELECTROCARDIOGRAPHY 


Clinical Electrocardiography. By Francis F. Rosen- 
baum, M.D. Edited 7 bys A. Christian, A.M., 
M.D., LL.D., Sc.D., A.C.P., Hon.F.R.C.P.(Can ), 
D.S.M.(A.M. A). Reprinted from Oxford Loose-Leaf 
Medicine. Oxford Medical Publications. (Pp. 121; 

82 figures. £1 16s.) New York: Oxford University 

Press. London: Geoffrey Cumberlege. 1950. 

This book is reprinted from the Oxford Loose-Leaf 
Medicine. It begins with a section on the elements 
of the electrocardiogram. Various technical points are 
discussed, but examples of artifacts, very important for 
beginners, are lacking. The brief section on the theory 
of Enthoven’s triangle is one of the neatest and clearest 
explanations the reviewer has read. Then follows an 
account of the various disorders of the heart beat. They 
are fully and clearly shown. The author briefly con- 
siders their clinical aspects, but might well have given a 
fuller account of them; discussion of them comes in 
another section of the book, which is a pity. Some 
directions for treatment are given ; the doses for intra- 
venous “ digitalis ” [sic] and digitoxin are curious (p. 370, 
52. 3), and that for quinidine (p. 370, 52. 7). This 
odd pagination is the result of the work being extracted 
from the larger book. There is no scheme whereby the 
beginner may set about understanding the curve of an 
arrhythmia, and one would be very helpful. 

The second part of the book starts a section on the 
form of the electrocardiogram, and passes on to discuss 
unipolar leads. All this is clearly set out. With refer- 
ence to unipolar limb leads and the position of the 
heart, it has always seemed odd (to one brought up on 
Euclid) that there could be any difference between 


’ “ semi-horizontal ” and “ semi-vertical” : this termino- 


logy is unsatisfactory. There is a full account of the 
curves of myocardial infarction, hypertrophy, and 
bundle branch block. This last topic could have been 


made much simpler by emphasizing more fully the 
importance of the position of the intrinsic deflection— 
the only thing that really matters. It is a pity that no 
illustrations are given of the effects of pericarditis and 
digitalis on the precordial V leads. The section on 
the curve of pulmonary infarction is weak and the 
tracings are rather unsatisfactory, as also are those of 
myxoedema. 

Throughout the book the form of the illustrations is 
excelient. Nearly all the records come from the famous 
pepers by Wilson and his associates, which are familiar 
to all who have followed their work. On the whole 


the book is too technical for the beginner, for the | 


language should be clearer and the steps simpler, but 
it scarcely contains enough information for the experi- 
enced. The conventional arrangement of the book is 
hardly up to date. A modern book of this sort should 
start with an account of the unipolar precordial leads 
and build up from that; the bipolar limb leads may 
come in at the end for historical interest. For a book 
of this size the price is high. 
. TERENCE East. 


FOR THE TROPICS 


(Camb.). Litth (P 313; 26 
full colour. 12s. 6d.) London: Press. 
To appreciate fully this useful little manual one should 
understand something of its history and of the purpose 
it is intended to serve. Its subtitle is ‘“‘ An aid to the 
training and practice of native medical assistants and 
for the guidance of all engaged in medical practice in 
rural dispensaries in the Tropics.” It was originally 
published in 1928 from notes of lectures given to a class: 
of African medical assistants under the title, The African 
Dispensary Handbook. It has appeared in two English 
editions, a French, and a Portuguese. The third and 
fourth editions were enlarged and published under the 
present title. The fifth edition, reviewed here, is a 
revision in which essential new matter has been 

incorporated. 

Only those whose experience in the Tropics has 
brought them in contact with remote villages in jungly 
areas or the small but often populous native towns can 
judge what the native medical assistant, or hospital assis- 
tant, as the case may be, may represent in the bringing of 
the benefits of medicine to many who would otherwise be 
wholly divorced from them. Though not what in this 
country is understood as medically qualified, this most 
useful class, who have had training at their medical 
schools, have in an astonishing way imbibed the spirit 
of the medical profession. It may well be understood, 
however, that, largely isolated as they must often be, 
and surrounded by disease conditions of most varied 
character, some guide and work of reference that they 


_can consult on occasion is almost a necessity. It is the 


stated purpose of the present handbook to provide such 
help. 

In Section 1 the author gives a short account with 
relevant facts about clinical conditions and diseases and 
some information on the many parasites which in the 
Tropics so largely contribute to disease. Section 2 
serves the same purpose for surgical conditions and 
technique. Section 3 is on pharmacology and is 
severely practical, giving some 90 prescriptions, inclu- 
ding many used with modern drugs. Section 4 is 
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entitled “ Laboratory Notes,” and gives instructions on 
such matters as making and examining blood films and 
examining and testing urine and faeces, and ends with 
a useful list of apparatus desirable for the clinical 
laboratory. There are some 26 plates figuring the 
malaria parasite, trypanosomes, tsetse and other harm- 
ful flies, filarial embryos, surgical instruments, and dis- 
pensary articles, as well as illustrating some diseased 
conditions. The labour involved in condensing such 
a wide field of practice for such a purpose must have 
been very great, and that it is not entirely a compila- 
tion, but has throughout clear evidences of the author's 
experience, makes it all the more valuable. The book 
is certainly to be recommended for the purpose intended 
—namely, for the guidance of all engaged in med.cal 
practice in rural dispensaries in the Tropics. It would 
be a useful book of reference even for the qualified 


practitioner. 
S. R. CHRISTOPHERS. 


FACT AND FALLACY 


Popular Fallacies. A Book of Common Errors: 
Explained and Corrected. with copious References to 
Authorities. By A. S. E. Ackermann, B.Sc.\Eng.), 
Lond., F.C.G.1.,. M.Cons.E., Hon.F.S.E., A.M.LC.E., 
M.R.S.L. Fourth edition. With introduction by Sir 
Richard Gregory, Bt., F.R.S. (Pp. 843. £1 10s., postage 
11d.) London: Old Westminster Press. 1950. 
_ It is a fallacy to think that there exists anywhere any 
_ person whose mind is entirely free from fallacies. Any 
one who has a contrary opinion shou d have this remark- 
able book brought to his notice, and he will probably 
reverse his opinion after looking through the 2,120 
reputed fallacies described in the 830 pages of text. The 
first edition appeared in 1909, and the au hor apologizes 
for the ancient date of some of his references He 
frankly states that “ single-handed there is no time to 
keep up to date with a 26-year advance in human know- 
ledge,” and appeals for a successor to carry on his 
work. The answer to such a confession is that it is 
better to Wait until] matter has been brought up to date 
before publishing rather than to perpetuate error Such 
a book really needs a panel of experts to give advice 
and. information on the many questions raised. 
Nevertheless, we found the book interesting, and in 
quite a number of instances were ourselves found want- 
ing. The variety of information on so many subjects 
makes the book very suitable to dip into and read at 
random. The information on medical matters would 
have been more accurate if it had been submitted to a 
medical adviser. Thus we do not think that opinion 
has finally decided whether syphilis was or was not 
brought over from the New World by Columbus and 
his men. It is certainly inaccurate to say that there 
has not been an increase in the expectation of life by 
a person of middle age during the last 100 years ; the 
Royal Commission set up in 1944 found that, even in 
the previous 24 years, there had been an improvement 
in the expectation of life for all.ages up to those of 
65 or over. A less understandable and more serious 
error is the assertion that Sir Alexander Fleming did 
not discover penicillin, because “penicillium from 
which penicillin is obtained was known at least as far 
back as 1881.” This unfortunate confusion between the 
mould and the substance derived from‘ it would never 
‘have been made if a medical man had been consu'ted. 
It is said to be a fallacy to think that drinking hot 
tea cools the person who drinks it, “for if anyone 


during a heat wave drank hot tea in the belief that it 
would lower the temperature, it might be the last straw 
—and cause heat stroke.” The reviewer lived through 
three hot seasons in Irak when heat-stroke was common, 
and he remembers well the beneficial and cooling effect 
of the sweating produced by drinking hot tea—an experi- 
ence quite contrary to the statement in this book. 

In spite of these criticisms we are sure that anyone 
will find much to interest them in this work, and they 
will find occasional flashes of humour, such as the 
limerick on relativity, which is worth quoting : 

There was a young lady called Bright 
Whose movements were faster than light; 
She went out one day 


In a relative way 
And returned on the previous night. 


V. ZaCHARY COPE. 
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Review is not precluded by notice here of books recently received 


The “Double Tenth” Trial. Edited by C. Sleeman, B.A. 
and S.C. Silkin, B.A. War Crimes Trials, Vol. 8. (Pp. 324. 
18s.) London: William Hodge. 1951. 


The British Journal Photographic Almanac. Edited by A. J. 
Dalladay, A.Inst.P. (Pp. . 7s. 6d.) London: Henry 
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Titles. (Pp. 1.152. 35s. To Library Subscribers, 17s. 6d.) 


London: H. K. Lewis. 1950. 
The Diagnosis of Smallpox. Issued by the Department of 
Preventive Medicine and Public Health, >A University. (Pp. 12. - 


2s.) Leeds: H. Grayshon Lumby. 1951 


Pat of the Central Nervous System. By C. B. Cour- 
ville, M. 3rd ed. (Pp. 473. $9.50) California: Pacific Press 
Publishing Association. 1950. 

The Biochemistry nositol. By E. R. Weidlein, jun. (Pp. 53. 
Free of charge.) : Mellon Institute a ‘Industrial 
Research 1951. 


Paracelsus: Magic into Science. By H. M. Pachter. (Pp. 360. 
4) New York: Henry Schuman. 1951. 


Ultraschall. By Di E. Hippauf. (Pp. 55. M. 8) Vienna: 


Wilhelm Maudrich. 1951. 
Lebenserinnerungen. By F. von Miiller. (Pp. 264. M. 15.) 
Munchen: J. F. Lehmanns. 1951. 


A competent trainer of football and athletic clubs should 
be strongly endowed by nature, according to Mr. W. D. 
Jarvis, author of A Medical Handbook for Athletic and 
Football Club Trainers (Faber and Faber, 10s. 6d.). But | 
education must play its part, for he should bring to the 
athlete a specialized knowledge of his particular sport. He 
should be acquainted with the structure and working of the 
human body He should have a knowledge of first aid, 
minor ailments, massage, hydrotherapy, medical electricity, 
chiropedy, and sane views on diet, together with a fair 
understanding of human nature for the psychological side 
of his job An admirable ideal, an education which the 
author has aspired to impart. The trouble is to decide how 
much of any and all of these should be selected. This is a 
matter of opinion, no doubt, but it is difficult to believe that 
it is necessary or desirable to confront such an aspirant 
with a diagram of the autonomic nervous system, with a 
concentrated exposition on endocrinology, with a detailed 
description of the alimentary canal and the physiology of | 
digestion, with references to hydrogen ion concentration, to 
take some examples at random. Far too much has been 
attempted with inadequate discrimination. 
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Though its Fourth World Assembly ended last 
month, the World Health Organization has been 
in existence in a permanent form for little more 
than two years. To make a definitive estimate of 
the position and work of any international organ- 
ization after such a brief period would be both 
unwise and unfair. Nevertheless much information 
on W.H.O.’s achievements and trends can be found 
in the admirable report’ of its Director-General, 
Dr. Brock Chisholm, on its work in 1950—its second 
year of life. The first impression derived from this 
200-page report is the startlingly wide distribution, 
both in space and kind, of the services it is already 
rendering. The charts of activities by region and 
country show that there is hardly any active member 
State in the world which is not receiving assistance 
—tither directly or through the technical control by 
W.H.O. of the United Nations Technical Assistance 
Programme—in many of the ten fields on which 
W.H.O. has concentrated: and this is exclusive of 
central technical services, such as the epidemic intel- 
ligence services, biological standardization, library 
and information services, seminars and conferences, 
and the 20 Expert Committees with numerous sub- 
committees. This rapid build-up was only possible, 
of course, from the preliminary work of W.H.O.’s 
Interim Commission between 1946 and 1948 and 
because many of the services were taken over as 
going concerns from the earlier organizations 
now absorbed by W.H.O.—namely, the Interna- 
tional Office in Paris, Unrra, and the Health 
Organization of the League of Nations. — 

These large programmes of work present both a 
danger and a difficulty. The danger is that some 
countries with underdeveloped health services may 
not be able to absorb all that is now offered. “One 
government is reported to have actually reached the 
point of stating that it is incapable of accepting 
programmes in technical assistance beyond those 
now planned.” The difficulty is to provide inter- 
national staff of a quality which will command 

1 Work of WHO, 1950. Off. Rec. W.H.O., No. 30, 1951, Geneva. 


international respect io sufficient numbers, and on | 


the widest geographical basis of recruitment, with- 
out mutilating, at least temporarily, the existing 
health services of some countries. In consequence, 
a change of emphasis is discernible in the policies 


of W.H.O. In the early stages it was hoped that © 


when W.H.O. got into its stride the world would 
see a direct assault with measurable results on the 
more important causes of death and disease, com- 


2 parable to the campaigns of the Rockefeller Founda- 


tion against hookworm disease and yellow fever but 
on a much wider front. The world-wide front is still 
there, but in place of the direct assault there is now 


a greater emphasis on the slower, less spectacular, but 


surer and safer method of building up or remodel- 
ling the health services of the less developed countries 
to enable them to profit permanently from the techni- 
cal aid offered and then carry on the improvement 
for themselves. For the conception of a health 
army of the United Nations, W.H.O. is to some 
extent substituting that of cadres of instructors, and 
hence public-health education and administration in 
their widest senses are beginning to stand out as 
the rocks on which progress must be based. The 
fellowship programme, for instance—always a popu- 
lar activity—has now reached a total of over 850 
long-term fellowships awarded from 65 countries, as 
well as 72 financed by U.N.I.C.E.F. and adminis- 
tered by W.H.O., chiefly from Asia, and 107 short- 
term fellowships for eight group-training courses in 
Europe. The chief gap so far is from the African 
Region, since assistance for colonial territories is 
only now being developed. Eleven seminars and 
symposia were also held during 1950 on such sub- 
jects as syphilis (in Paris and Helsinki) ; child health 
(New Delhi); public-health nursing (Noordwyck) ; 
infant metabolism (Leyden and Stockholm); and 
tropical diseases (Beirut). Another development of 
increasing importance is the effective and rapid 
decentralization from Geneva to the six Regional 
Organizations and Offices. Though it has strained 
financial resources, this decentralization has stimu- 
lated local interest, as shown by the voluntary con- 
tributions to the regional budgets made by a num- 
ber of countries, and has gone far to meet the charge 


that W.H.O. is not in sufficiently close touch with 


the real needs and characteristics of Member 
States. 

In his introduction to the report the Director- 
General mentions two important defects observed 
in many countries. One is the need to reorganize 
the public-health services “so that security of tenure 
can ‘be guaranteed to permanent, adequately paid, 
full-time public-health officers and auxiliaries who 
will no longer be affected by the caprice of changing 
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political regimes.” The other may be called the lure 
of the new toy: 

“The question should be raised as to whether some 
administrations, in their zeal for using the most modern 
methods, are really doing everything possible to utilize 
techniques which have proved themselves in the past. 
Some of these techniques—often inexpensive—are the 
ones which have led to the advancement of the more 
highly developed countries. For instance, it is unfor- 
tunate that smallpox should still remain almost a world- 
wide problem when the means for controlling it have 
been in existence for such a long period, and when all 
countries could to-day avail themselves of such methods 
as the use of dried vaccines in anti-smallpox cam- 
paigns organized according to modern techniques. A 
re-examination of the tools at our disposal in the world- 
wide struggle against disease may lead to most useful 
results.” 

To set against this encouraging picture of expand- 
ing achievement, 1950 saw the withdrawal from 
co-operation of six more Cominform governments, 
completing a total of ten inactive members. This 
was a serious blow, for “any withdrawal from the 
Organization on the part of a Member State is bound 
to be a loss for the citizens of that State as well as 
for those of the other States which continue to par- 
ticipate in the Organization.” What a triumph it 
would be for health and for W.H.O. if some historian 
of the future was able to write: “The bridge of 
health between the East and the West was one of the 
last to be blown up and one of the first to be rebuilt. 
Its restoration gave the impetus to rebuild others 
and was the first step in creating the relative har- 
mony that now prevails.” But that, alas, depends 
on Russia and not on W.H.O. 


PSYCHOLOGY AND OCCUPATIONAL 
PROBLEMS 


The first important excursion of the psychologist into 
the occupational field was made 40 years ago by 
Hugo Munsterberg, a German who succeeded 
William James as_ professor of psychology at 
Harvard. The improvement of personnel selection 
methods in industry, of working conditions, and of 
methods of advertising and salesmanship were the 
three prongs of his vigorous fork. The third has 
long since been discarded by most of those who now 
call themselves occupational psychologists: the first 
two remain. Interest in the improvement of per- 
sonnel selection methods has, however, been ex- 
tended, both backwards and forwards, to the whole 
process of “ fitting the man to the job.” The voca- 
tional guidance of the potential worker must come 
before his selection for a particular employment, and 
his training for it must come afterwards. The psycho- 


logist now has contributions to make to all three 
stages of the main process. Interest in the improve- 
ment of working conditions has similarly extended, 
backwards to the design of work routines and work 
equipment, and forwards to those relatively elusive 
working conditions which nowadays are often dealt 
with under the heading “human relations.” It has 
thus become a concern for the whole process of “ fit- 
ing the job to the man.” 

For many years there were signs of divergent 
notions about the principal path the occupational 
psychologist should follow. In the United States the 
tendency was to stress Munsterberg’s first problem— 
the improvement of personnel selection methods: in 
this country, as is evident from the long and valuable 
series of reports issued by the Industrial Health Re- 
search Board, the emphasis was on the second—the 
improvement of working conditions. . During the last 
two decades the differences have lessened. On both 
sides of the Atlantic the scope of the psychologist’s 
activities in industry and the public services now 
covers almost all aspects of the behaviour of people 
in the role of “ workers ” of all types and at all levels. 
With this integrative movement has come some clari- 
fication of the specific nature of the psychologist’s 
concern with occupational problems. He conceives 
his task to be twofold: first, to be more expert than 
others in bringing to bear on these problems our 
accumulated knowledge about the identification and 
assessment of human capacities and inclination ; and, 
secondly, to develop and advocate scientific methods 
of inquiry of special appropriateness. 

This clarification, brought about to a considerable 
extent by experience gained during the last war, has 
given marked impetus to the work of occupational 
psychologists in the United Kingdom, and with a 
general increase in their activities there has become 
evident a welcome recognition of the importance of 
investigations sharply designed to lay bare funda- 
mental principles. No longer can it be said, as it 
could be said before the war, that the psychologist 
in the factory is too often a provider of “ first aid” 
based rather untidily on his previous personal experi- 
ence. His inevitable ad hoc advisory work is now 
more satisfactorily supplemented by solid research. 
Some of this is in the hands of bodies, such as the 
National Institute of Industrial Psychology, with long 
and direct acquaintance with personnel problems in 
industry, while some is carried out by university 
departments. 

Eminent among the academic psychologists who 
have led the attack on occupational problems has 
been Sir Frederic Bartlett, of Cambridge, whose 
A. T Welford. assi ted by eight others Cue 
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Oliver-Sharpey Lectures on the measurement of 
human skill were printed in this Journal in 1947, and 
under whose general direction the Nuffield Research 
Unit into Problems of Ageing has been working since 
1946. A report’ on the work of this unit has now 
been issued by the Nuffield Foundation. The research 
itself was done by a group of nine, but the report 
has been prepared by Mr. A. T. Welford, the leader 
of the group, who writes uncommonly well. 

The terms of reference of the inquiry were wide, 
“permitting the study of nearly every aspect of 
ageing,” but “from the outset it was clearly in mind 
that the unit’s main purpose was the study of changes 
in middle and old age with a view to ultimate appli- 
cations in industry.” The principal method used was 
that of laboratory experiment, but towards the end 
of the investigation relevant data were collected in 
two dozen factories. The findings, though not sur- 
prising, will be of particular interest to industrial 
medical officers and genera! practitioners in industrial 
areas. Chief among them is the very important con- 
clusion that the notion that older people should be 
moved from heavy to lighter work is in need of con- 
siderable redefinition, because “it is probable that, 
although the most strenuous work is unsuited for 
older people, over a wide range of moderately heavy 
operations heaviness as such is a feature of minor 
importance.” 

There is increasing need for the systematic elucida- 
tion of psychological problems arising in the occupa- 
tional field, and it is to be hoped that the Nuffield 
Foundation will feel encouraged by the outcome of 
the excellent work done by Mr. Welford and his col- 
leagues to delve still further into them. The young 
and the disabled, as well as the ageing, offer material 
that could contribute substantially to the development 
of the practice and theory of occupational psycho- 
logy ; and the study of “ motivation ” cannot in these 
days be regarded as any less important than the study 
of skill. 


PREVENTIVE MEDICINE IN MEDICAL 
PRACTICE 


The saying about the Greeks and their gifts might 
be expressed in modern terms, “I begin to suspect 
you when you pat me on the back.” In the medical 
profession the most back-patted groups are general 
practitioners and medical officers of health. Family 
doctors are, as we all know, “ the first line of defence 
against disease” and “the backbone of the profes- 
sion” ; and the health officers have a special place in 
the hearts of ministers of health. The famous White 
Paper of 1944 said as much, and Mr. Bevan went 
even further: “I am confident,” said he, “that the 


medical officers of health are not at the end of an 
epoch but at the beginning ; that they arg not at the 
beginning of an epoch of declining usefulness but, 
on the contrary, I believe that their value is going to 
expand, and their importance is going to grow, and 
that they are going to achieve new distinction.” 
We need not doubt the sincerity of those who make 
remarks of that kind ; it is their understanding that 
is at fault. Anyone can talk about prevention, and 
the word “health” is too often profaned ; but the 
art and practice of health are difficult. Moreover, 
it is always easy to make light of preventive medi- 
cine as carried out by the general practitioner and the 
medical officer of health. Their work can be cast 
aside as unscientific, if only because its results are 
hard to assess in a limited sphere or over a short 
period of time. The event that does not happen is 
not published. The effects of prevention can be, as 
it were, distributed like a bonus among shareholders. 
But who is so bold as to say, “I prevented ” ? 

In an address now printed in the opening pages of 
this issue Sir Allen Daley has sewn an attractive 
sampler about the conquest of pestilence. The main 
theme of his figure traces the gradual fall in the 
general death rate in the London area since 1838 ; 
the tale is illustrated by records of important events 
in local government and in the war against epidemic 
disease. One after another the giants of destruction 
are defeated, or they are so weakened that they have 
to be content with sporadic raids across the 38th 
parallel of health. Sir Allen points out that if, taking 
into account the difference in age composition, the 
1847 death rate of 26.8 per thousand was applied to 
the year 1947, there would have been about 106,000 
deaths in London instead of the 41,000 which actually 
occurred—a saving of some 65,000 lives in a single 
year. In his analysis of deaths in the various age 
groups he shows, among other things, that in children 
of school age the highest cause of death is violence 
and the next tuberculosis. In old age the main 
causes are, of course, fair wear and tear, together 
with what might perhaps be described as a futile 
attempt on the part of Nature to continue existence 
by lawless new growth. In plain truth the chief 
causes of death in active life to-day are tubercu- 
losis and violence, with cancer making a significant 
encroachment. 

Basic knowledge of sickness is less sure. We know 
a good deal about infectious disease, thanks to noti- 
fication, and the family doctor can help greatly by 
providing quick and accurate information. The job 
of the medical officer of health is to protect the com- 
munity, using all the means at his disposal to attack 
the lairs of these diseases and to control their spread. 
But it is the story of ordinary illness which opens up 
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the largest field of preventive work. As Sir Allen 
says: “It is perfectly clear from the information | 
have been able to collect that there is an immense 
amount of ill-health and disability in this country, as 
indeed in any country. It has a crippling effect upon 
our national economy.” He goes on to show how 
small a proportion of the expenditure on medical care 
—perhaps about 1.5%, if the London figures are 
accepted as a standard—is devoted to prevention. 
Of course this figure refers only to direct preventive 
work and is not related to the value of, say, early 
diagnosis and treatment or of the rapid admission 
to hospital of persons suffering from pulmonary 
tuberculosis. 

If we are seriously aiming at lightening this burden 
of sickness and its heavy cost in treatment half- 
hearted attempts at prevention will do little good. 
A grave error at the present time is to imagine that, 
because there has been a spectacular decline in the 
mortality rates, the care of the public health may 
now safely be handed over to laymen. But there 
never was a time when a medical officer of health 
was more urgently needed to regroup the forces of 
prevention. Fortunately the clinical specialist has dis- 
covered for himself that to understand a sick person 
it is necessary to know his social and industrial back- 
ground. In fact he is now discerning what general 
practitioners and health officers have been practising 
for a century, and he has been able to bring to the 
study more accurate weapons of investigation. The 
real danger to the future of public health is not from 
this quarter but from excessive specialization within 
its own ranks and the attempt of each special group 
to secure privilege for itself instead of working to- 
wards integration. Only last week we pointed out 
grave defects in the Children Act: the artificial separ- 
ation of the children’s officer from the department of 
the medical officer of health is a glaring example of 
disunity, and it is already tearing holes in the service. 
So, too, is the report’ of the Dale Committee, set 
up to consider the industrial health services, another 
example of failure to bring together the health needs 
of one section of the population and the preventive 
services of the local health authorities. Most of the 
social services of this country are in the same state 
of disunity: each little species within the genus of 
social worker is busily trying to seal itself off, appar- 
ently with the idea that by so doing it will raise its 
status. And now that sanitary inspectors are joining 
_ the -isolationists the health service is in danger of 
disintegration. 

The practice of preventive medicine must be based 
on the principle that the general practitioner is the 
agent of prevention in the family group and the medi- 
cal officer of health in the community. The founda- 

1 Report of a Committee of Inquiry on Industrial Health Services, 1951, 
London: H.M.S.O. j 


tion for both is Medicine. What the practitioner 
needs most is technical help to enable him to reach 
a diagnosis, instead of being a junction-box between 
patient and hospital. Success depends on his watch- 
fulness and skill, on his ability to diagnose and his 
readiness to report danger-signals to the medical 
officer of health, and on his sense of responsibility 
for action. The medical officer of health, on the 
other hand, relieved of most of the accretions of 
curative medicine, should receive strength and en- 
couragement by having the whole of the preventive 


services under his charge. One of his main functions - 


is to act as interpreter of scientific knowledge to the 
authority he serves, and so help to reduce the time 
lag between discovery and its application ; another 
is to judge the significance of the signs of danger 
which may be reported by family doctors. His 
resources must include the willing co-operation of 
his fellow practitioners, the specialized services of 
the public health laboratory, the knowledge to be 
gained from investigation of the social and indus- 
trial background of sickness, and the whole armour 
of education—in public-health centre. school, and 
market-place. 


THE WORCESTER FESTIVAL 

“ An institution,” said Emerson, “is the lengthened 
shadow of one man,” and therefore the more we can 
know about the founder of the B.M.A., Sir Charles 
Hastings, the nearer are we likely to get to the main- 
springs of a voluntary association of like-minded men 
which has now been in existence for nearly 120 years. 
Hastings was a Shropshire lad and not a native of 
Worcester, although it was there through the time- 
honoured method of apprenticeship that he entered 
the medical profession. It was in the board-room 
of the Worcester Infirmary on July 19, 1832, that 
Hastings founded the Provincial Medical and Surgical 
Association—a title subsequently changed to that now 
borne by the organization which represents some 80% 
of the medical men and women in Britain. Hastings’s 
inaugural address on that occasion formed the intro- 
ductory article to the Provincial Medical and Surgical 
Transactions—the forerunner of the weekly journal 
which since 1857 has been known as the British 
Medical Journal. It is interesting to know that the 
B.M.A., like so many other good things, had its origin 
in the provinces, and it is from the provinces that in 
the main the B.M.A. still. draws its principal officers. 

The Worcester and Bromsgrove Division of the 
B.M.A. performed a signal service in reminding 


the Association of its origins by arranging last week _ 


at Worcester a memorial festival in honour of its 

founder. An account of this appears in the opening 

pages of this week’s Supplement, and at page 1327 is 
1 See review, British Medical Journal, 1947, 2, 255. 
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an abridgment of the festival lecture given by Dr. 
W. H. McMenemey, who has already shown his gifts 
as a historian of Worcester in the interesting History 
of Worcester Royal Infirmary he wrote in 1947.) 
According to a newspaper report, the only advice 
President Truman gave to his daughter on her first 
visit to England was, “ Make sure you do not miss the 
old cathedrals,” and it was a pity that Miss Truman 
did not arrive in time to be present at the beautiful 
ceremony held in a cathedral which in its own struc- 


ture represents the architectural history of 400 years. — 


In his sermon the Bishop of Worcester, Dr. W. Wilson 
Cash, epitomized the character of Charles Hastings 
and of the good doctor when he said of him that he 
was more interested in persons than in things. During 
the service, which was attended by descendants of 
Hastings, a wreath of remembrance was laid by the 
President of the B.M.A., Sir Henry Cohen, in front 
of the Hastings memorial window in the south aisle. 
After the service a large company sat down to lunch 
in the Guildhall, where subsequently Dr. McMenemey 
delivered his address, illustrated by a number of 
attractive photographs. As Dr. McMenemey pointed 
out, there must be many of Sir Charles Hastings’s 
letters in existence, but so far only a very few have 
been traced. We may therefore take this opportunity 
of urging those who know of the existence of such 
letters to urge the possessors to send them or copies 
to Dr. McMenemey, so that he may continue his 
researches into the history of the founder of the 
British Medical Association. 


OPENING OF FESTIVAL SYMPOSIA 


The festival programme of symposia for which the 
Royal Society of Medicine and the British Medical 
Association are jointly responsible was opened in the 
Barnes Hall of the Society on June 4 by the Earl of 
Athlone, who was accompanied by Princess Alice, 
Countess of Athlone. Lord Webb-Johnson presided 
over the brief ceremony. 

The Earl of Athlone, after being» introduced to the 
company by Lord Webb-Johnson in his usual felicitous 
way, referred to his long association with him at the 
Middlesex Hospital. At the time when the future Lord 

. Webb-Johnson was resident medical officer there, he 
himself became chairman of the hospital in succession 
to his brother. He had been interested when he heard 
that in connexion with the Festival of Britain the Royal 
Society of Medicine and the British Medical Association 
had arranged a programme lasting over a month and 
dealing with the advances in the science and pfactice 
of medicine. One naturally contrasted the present state 
of knowledge with that prevailing at the time of the 
Great Exhibition of 1851. A hundred years was not a 
long period, and he had heard from. the lips of his 
mother, Princess Mary of Cambridge, who was present 
herself at the opening of that exhibition, about its 
wonders. Even at that time this country had a proud 


record in the medical field, with the work of Harvey, 
and Hunter, and Jenner, and the contributions in the 
field of anaesthesia, but soon after 1851 came the advent 
of preventive medicine and antiseptic surgery, and the 
name of Lister was added to these other immortals. No 
country held a finer record in the advancement of medi- 
cal science. The number of diseases which could posi- 
tively be prevented or cured was ever increasing, and 
British workers were generally to be found in the fore- 
front of progress. In all the fields to be covered by the 
symposia Britain had made notable contributions, and 
in many of them Britain had led the way. He instanced 
the surgery of the vascular system, antibiotics, the sur- 
gery of the ear, corneal grafts, the vitamins, the endo- 
crines, cortisone, on which so many high hopes were 
built, and thoracic surgery, for the advancement of 
which his old friend the late Tudor Edwards did so 
much. The Earl of Athlone ended by saying he was 
very happy to have this opportunity of expressing his 
admiration for the work and achievements of British 
medicine. 

_ Sir Henry Cohen, as President of the B.M.A., 
expressed affectionate gratitude to the distinguished 
visitors. He said that the idea of these scientific sym- 
posia was conceived by the Royal Society of Medicine 
and the British Medical Association independently and 
almost simultaneously. It was perhaps an object-lesson 
to the world at this time when many of our cherished 
ideals of amity and co-operation were threatened that 
two great medical organizations should have shown the 
better way by uniting in this effort. They had been 
able to present a series of programmes with a galaxy 
of distinguished speakers, so that even the most casual 
observer could not fail to discern the brilliance that 
lay beneath this “ dome of discovery.” 

Thus began a month of meetings which promise to 
be of the highest value to those who can be present at 
them. It is a happy augury for the future that the Roya! 
Society of Medicine and the British Medical Association 
have made this first and successful attempt at co- 
operation in what matters to them both—the advance: 
in the science and practice of medicine. 


HEALTH CENTRES 


The need for some health centres to be built now so 
that the idea shall not fall into oblivion is an important 
feature of the Central Health Services Council’s report.' 
The council strongly favours group practice, preferably 
from a health centre, and sees a useful opportunity for 
trying out health centres in the new towns and housing 
estates. According to the report, the council's special 
committee which has been studying these problems 
heard much evidence of unnecessary isolation of the 


several parts of the Health Service. It was told of - 


genera! practitioners who do not know the other doctors 
and dentists practising in the neighbourhood and have 
limited knowledge of the local health services available 
for their patients. 

The particular advantages of working in a group are 
that the doctors can consult one another readily, and 
each is encouraged to specialize in some branch of 
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medicine to the benefit not only of his own patients but 
indirectly of all the patients cared for by the group. 
Discussing the lack of time and of technical assistance 
which tend to make a doctor “ abbreviate his treatment 
of each case to a routine and to abandon clear thought 
and observation,” the recent B.M.A. report? on general 
practice concluded also that the remedy might lie in 
the development of health centres and group practice. 
But it went on to emphasize that “ the individual practi- 
tioner also must be assured of the same facilities and 
freedom.” This proviso draws attention to an essential 
element of medicine—that it is practised by people who 
are intensely individual in their approach to a problem, 
as craftsmen must be. The council recognizes that 
there may be difficulties here, and suggests that, in select- 
ing doctors to work at a health centre, preference should 
be given to those willing to work in partnership unless 
there are strong reasons for appointing one who refuses 
to do so. These appointments would therefore need to 
be carefully watched to ensure that doctors who prefer 
to work on their own are not debarred from health 
centre practice. 

The urgent need for experimental health centres is 
unquestionable. The need is for experiment ; whether 
health centres prove to be as effectual as many people 
hope is still problematical. The new towns and housing 
estates are likely to afford suitable sites for building 
health centres of various types, and these will have the 
advantage of being designed and built for their specific 
purpose. But there may well be an opportunity of con- 
verting existing buildings in established communities at 
relatively low cost, and some encouragement to local 
authorities from the Minister of Health would be wel- 
come. Whether individual practice should be dis- 
couraged on new estates is another matter and needs 
careful thought. The council recommends that houses 
with special surgery accommodation should not be built 
on them, and its proposals go far towards limiting prac- 
tice there to health centres. This may be premature in 
what ought to be a trial period. Health centres should 


‘win approval on their own merit rather than compel 


attendance for lack of alternative. 

On occasions doctors have been blamed for tardiness 
in accepting the idea of health centre practice or of 
refusing to undertake it. What the critics have not 
always realized is that the doctors are being asked to 
stake their livelihood on an untried form of practice 
which may or may not commend itself to the public. 
They therefore ask for safeguards against losing their 
patients to other doctors in the neighbourhood who have 
remained in ordinary general practice and against other 
doctors’ coming into the area they have left. Proposals 
to ensure this should be made quickly by the Ministry 
of Health, for a new health centre, at Woodberry Down, 
is to be opened next year. To revolutionize general 
practice in this way may well be desirable, but the pro- 
fession would want to ensure that the preliminary experi- 
ments are carefully studied and that the doctors in the 
health centres who carry this out shail not suffer if the 
scheme has to be modified. The Central Health 


Reps Health Services Council for the Ending December 
31, 


(see also account in Supplement at p. 230). 
2 General mer and Training of the General Practitioner, 1950. British 
Medical Association. 


Services Council has prepared a most useful report ; the 
detailed recommendations will be instructive to those 
who come to plan health centres, and the note of 
urgency is properly struck even in these times of national 
economy. 


NURSING AFTERCARE OF SICK CHILDREN 


The danger to infants of infection in hospital is well 
known, and their in-patient treatment should be as short 
as possible. Some babies might be discharged from 
hospital much earlier if expert nursing care could be 
continued in the home. This would not only enable 
infants to obtain the maximum benefit and run the 
minimum risk from hospital treatment, but it would 
also reduce pressure on hospital beds. For many years 
local health authorities have co-operated with maternity 
hospitals by sending midwives to attend mothers and 
infants discharged early from hospital, and by arranging 
for premature babies and those with feeding difficulties 
to have an early visit by the health visitor. In some 
areas health visitors also call at the home before the 
discharge of a premature baby to ensure adequate 
preparation for his homecoming. These services are 
invaluable, but they are not sufficient, and it is now 
suggested that a nursing service should be provided 
for selected infants for a limited period of time after 
discharge from hospital. Professor A. G. Watkins’ 
recently reported on the work of selected health visitors 
in the children’s department of the United Cardiff 
Hospitals, and in last week’s Journal (p. 1234) Professor 
W. S. Craig and Drs. G. A. Kitching, I. G. Davies, and 
C. Fraser Brockington described a year’s experience in 
continuing nursing care for infants discharged from 
the Leeds Maternity Hospital. 

In Cardiff two of the authority’s health visitors have 
been seconded to work in the hospitals. Their duties 
are divided between hospital attendance and home visit- 
ing. They attend ward rounds and contribute to the 
medico-social histories of the children concerned. By 
visits to the homes they help to prepare the parents for 
the return of the child, and in co-operation with the 
family doctor and the local health visitor they continue 
to visit the child after its discharge, ensuring its atten- 
dance at follow-up clinics and giving advice on various 
social problems. In Leeds a team of midwives with 
special experience in the domiciliary care of premature 
and ailing newborn infants are employed whole-time 


on the care of infants included in the scheme. The. 


midwife visits the mother and baby while still in hospi- 
tal, and helps to prepare for the homecoming. She 
notifies the general practitioner of the patient’s discharge 
from hospital, and continues the nursing care in the 
home until the health visitor can take over: her last 
visit is made with the health visitor. For babies dis- 
charged to homes outside the city boundary a rather 
different system of care is undertaken by the county 
council’s health visitors. 

The value of special schemes such as those described 
is unquestioned, but they do have the disadvantage of 
introducing yet another group of nurses into the home. 
Each individual health visitor could undertake such 


1 British Medical Journal, 1951, 1, 1075. 
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duties as those outlined in the Cardiff report, but her 
preventive and educational work would suffer unless 
her district were considerably reduced. In addition, the 
linking of so many health visitors to the hospital would 
cause administrative difficulties and inevitably some 
waste of time. This is an age of specialization, but 
care must be taken not to reduce the fields of interest 


of midwives and health visitors and so affect recruit- 


ment to these important groups of professional women. 
Teams of midwives are employed whole-time in the 
care of the premature baby (in Newcastle, Birmingham, 
and other areas) without detriment to the recruitment 
of midwives, and, if this nursing aftercare is limited 
to those infants and children requiring more time and 
nursing than the local health visitor can reasonably be 
expected to give, these schemes should be acceptable to 
health visitors, particularly if it is possible to establish 
a rota for hospital work among all the health visitors 
in an area, as suggested by Professor Watkins. In our 
correspondence columns last week (p. 1265) Dr. Sheila 
Schofield suggested a revolutionary change in the organ- 
ization of the work of health visitors, who, she thinks, 
should be attached as staff officers to general practi- 
tioners. Dr. C. Fraser Brockington, in a letter in this 
week’s Journal (p. 1330), gives her plea some indirect 
support, by urging the necessity for health visitors to 
obtain the approval of the family doctor for any work 
they may do for his patients. Given a large expan- 
sion in the domiciliary consultant service in paediatrics, 


Dr. Schofield believes that the numbers of children 


admitted to hospital could be drastically reduced, to 
their great benefit. Such an idea is well worth consider- 
ing—partly for the impetus it would give to the growing 
movement to close the gap between the public health 
services and general practice—but it must never be for- 
gotten that the main purpose of the work of health 
visitors is not to look after the sick but to prevent illness. 


A SIGN OF THE TIMES 


One of the most striking features in the post-war world 
of medicine is the enormous output of papers. Many 
more people are making observations and writing them 
down than ever before, and established medical and 
scientific journals have been unable to absorb the flood. 
The discovery of numbers of new antibiotics and the 
dawning of the Hormone Age with the Mayo Clinic’s dis- 
covery of the value of cortisone make the rapid publica- 
tion of the many papers in these two fields very desirable, 
and Antibiotics and Chemotherapy: is a new American 
monthly journal which will help to satisfy this need. 
It is published simultaneously in English and Spanish 
editions—an interesting sign of the times—and the first 
issue contains papers on the blood estimation of chlor- 
amphenicol, on the treatment of scrub typhus, on the 
future of antibiotic therapy, on the greater value of 
aureomycin than penicillin in pneumonia, on animal 
protein factor,? and on the history of the chemical 
development of cortisone. Since penicillin ecm cortisone 


1 Antibiotics and Chemotherapy, 1951, 1, No. 1 (A Published 
York, Ry Washington Institute of Medicine, 667, Ma : Avenue, New 


British Medical Journal, 1951, 1, 404. 


have at present nothing in common it is perhaps un- 
fortunate to force them into the pages of the same 
journal ; and indeed the antibiotics are winning, because 
Kendall’s cortisone lecture is so far the sole endocrine 
contribution announced. The journal might do well to 
concentrate on the first part of its title. 


CORTISONE IN: THE EYE 
The ophthalmic surgeon is favourably situated in his 


_ Study of the effects of substances which arse reputed in 


some way to modify or control the phenomena of ocular 
inflammation, since he can from day to day see precisely 
what is happening. Furthermore, there is by now con- 
siderable evidence that the local use of cortisone in 
small quantities, either by subconjunctival injection 
or even as collyria, is as effective in many ocular diseases 
as its systemic administration in much larger doses. His 
use of the drug, therefore, is not only economical but 
also free from undesired side-effects. 


In the past year a sufficient number of papers has 


been published to allow some preliminary assessment of 
the place of cortisone and A.C.T.H. in the oculist’s 


therapeutic armamentarium. Perhaps the most impor- . 


tant experimental work is that of Alan Woods,’ of 
Baltimore, who has shown that in rabbits A.C.T.H. 
given systemically, and cortisone systemically or locally, 
block in the eye the inflammatory and exudative phases 
of an anaphylactic protein reaction, of .a bacterial 
allergic reaction, and of the focal reaction produced by 
the subcutaneous injection of tuberculin; while corti- 
sone used topically or systemically blocks the inflam- 
matory reaction caused by glycerin or .jequirity infusion 
injected into the anterior chamber.. Woods emphasizes 
—an important point confirmed by Biegel? in work on 
horse serum uveitis in rabbits—that neither cortisone 


nor A.C.T.H. has any effect on any underlying hyper- — 


sensitive state which may be present, and that, even 
after their prolonged administration, once they are with- 
drawn hypersensitive ocular tissues will react in the 
usual manner if contact with the specific antigen is re- 
established. 

The inferences which may be drawn from this are 
borne out to a large extent both by the clinical results, 
sometimes conflicting, so far published*-’ and by two 
papers appearing elsewhere in this issue. 

Very encouraging results have been reported in the 
treatment of such self-limiting ocular diseases as con- 
genital syphilitic interstitial keratitis and sympathetic 
ophthalmia. With either A.C.T.H. or cortisone, the 
latter effective locally, the manifestations of acute 
inflammation subside, in many cases in a few days, and 
the sequelae of corneal scarring in the one, and the 
multifarious complications of the other, are mitigated 
or even completely averted. In the case of endocular 
inflammations, iridocyclitis, choroiditis, and the like, 
there is general agreement that these drugs, best adminis- 

1 Amer. J. O, pgs ey 33, 1325. 

Stctensen E Wcago, 1951, 48, 258. 1950, 33, 1033. 
4 Olson, J. et al., Arch. Ophthal., Chicago, 1951, 45, 274. 
Scheie, H. al. ibid.. 1951, as, 1. 


6 Mosher, H. A., ibid., 1951 i, 45, 317 
2 Fitzgerald, J. R., et al., ibid., 1951, 45, 320. 
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tered systemically in choroiditis, are particularly effec- 
tive in those cases in which gross exudative changes are 
a feature; a severe attack of plastic iridocyclitis, its 
occasional concomitant secondary glaucoma, or an 
attack of acute choroiditis may subside within a few 
days, leaving an eye often functionally unimpaired by 
its experience, a recovery which, at least on a short- 
term basis, is well sustained. Similar results have been 
reported in a variety of .external diseases, particularly 
those like episcleritis and phlyctenular disease, which 
are allergic in nature. 

The short-term cure by cortisone or A.C.T.H. of those 
ocular diseases which have a known tendency to recur- 
rence should never be allowed to distract attention from 
the search for aetiological factors. The period of follow- 
up of all the reported cases is short ; some acute cases 
have relapsed and responded less well to subsequent 
treatment, while in the more chronic cases, if indeed 
they improve at all, relapse is only too common once 
the protective, curtain is withdrawn. At present in 
regard to these diseases it is perhap$ permissible only to 
hope that the abortion of an acute attack, of iridocyclitis 
for example, within a day or two may leave the eye less 
liable to the subsequent attacks, formerly so prone to 


occur, however thorough the investigation and drastic 


the treatment. 


A WHIFF OF GAS 


A letter in this issue from Dr. J. G. Bourne directs the 
attention of his colleagues from the fascinating prob- 
lems of anaesthesia in the operating theatre to the 
neglected routine “dope” of the casualty department. 
He condemns the anoxia that accompanies nitrous oxide 
anaesthesia, although it has been lightly accepted by 
anaesthetists for over a century. He gave to 150 patients 
instead of nitrous oxide a mixture of cyclopropane and 
oxygen in equal parts, with total rebreathing into a 
large bag. Their recovery was rapid, though in some 


cases disturbed by nausea, which he reduced in fre-, 


quency and severity by a fairly large dose of hyoscine 
by mouth half an hour before operation. 

As Dr. Bourne points out, the damage done by the 
transient anoxia of nitrous-oxide anaesthesia is difficult 
to assess, though it appears to do little harm to the 
healthy patient. The narcosis is light; the respiratory 
centre is not depressed, and the anoxia can immediately 
be relieved with a few breaths of air. Nitrous oxide has 
established its place in out-patient and dental surgery 
through its rapid elimination and lack of after-effects, 
both compelling indications for the drug when the 
patient expects to return home or to work immediately 
after the anaesthetic. It is often incautious to allow him 
to leave alone for some time after the administration of 
a stronger agent, and few hospitals or dentist’s surgeries 
have space or staff enough to provide recovery rooms. 
Nitrous oxide has also the important property of safety 
in the hands of the junior administrators usually given 
charge of minor operating lists: the striking appear- 
ance of the cyanosed patient is a warning to the anaes- 
thetist who might ignore the more subtle signs of danger 
under cyclopropane anaesthesia. Dr. Bourne’s method 


is enterprising and satisfactory, but the out-patient 
department in many hospitals must receive the atten- 
tion of more senior anaesthetists before it begins to 
use more powerful drugs. 


DESIGN FOR SANATORIA 


The recent report of the Tuberculosis and Diseases. 
of the Chest Group Committee called attention to the 
urgent need for more institutional beds for the tubercu- 
lous in this country. The situation is bad both for the 
individual patient and for the public health, with a 
delay of up to nine months between diagnosis and 
admission to a sanatorium in some areas. No single 
action has more effect on the tuberculosis death rate 
than the provision of waiting beds instead of waiting- . 
lists. Many of the necessary beds should be in sana- 
toria, so the appearance of a report? on the design of 
sanatoria by a committee of the National Association 
for the Prevention of Tuberculosis is opportune. The 
average hospital architect has little or no knowledge 
of the special problems of housing long-stay tubercu- 
lous patients in an institution which is partly a surgical 
hospital, partly a chronic sick hospital, partly a rehabili- 
tation centre, and also a social centre. This book indi- 
cates the differences from ordinary hospital planning 

and supplies an answer to nearly all the questions. — 
Whether one agrees with all the answers is immaterial. 
What is important is that the study of the report by 
the architect,, in consultation with the physician- 
superintendent, should ensure consideration of all the 
many details where architecture and administration 
overlap. One interesting point is that the optimum size 
of a sanatorium depends on the capacity of the super- 
intendent to know every patient. The upper limit 
suggested, 240 beds, is higher than R. C. Wingfield’s 150 
at Frimley ; but the provision of adequate laboratory 
and surgical facilities becomes an economic proposition 
at the higher figure, and it is to be hoped that no new 
sanatorium will be built without these. Except in the 
most sparsely populated areas, it should not be neces- 
sary to build on a smaller scale. By careful choice of 
site an institution of economic size can serve several 
minor centres of population. It is not easy nowadays 
to staff a rural institution, but good housing and recrea- 
tional and transport facilities help to lessen the diffi- 
culties. The section of the report dealing with the 
housing of non-resident staff deserves special attention. 
These buildings appear to be the most difficult of all — 
to obtain. 


Sir Henry Dale, O.M., F.R.S., will deliver the Festival 
Lecture in connexion with the Scientific Meeting spon- 
sored jointly by the Royal Society of Medicine and the 
British Medical Association. The title of his address 
will be “ Medicine Yesterday and To-morrow.” The 
lecture will be delivered at B,M.A. House on Wednes- 
day, June 20, at 6.30 p.m. The chair will be taken by 
Lord Webb-Johnson. 


1 British Medical Journal, 1950, ., 1382, and leading article on p. 1373. 
2 Design for Sanatoria, 
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AND | 


ELIOT SLATER, M.D., F.R.C.P. 
Physician in Psychological Medicine, National Hospital for Nervous Diseases 


No general practitioner can afford to regard psychiatry 
as a remote specialty of which he need know nothing. 
Psychiatric illness is far too common for that. It has 
been estimated that nearly half of the hospital beds in 
the country are occupied by psychiatric patients ; and 
about one-third of all the patients going to their doctors 
for help have symptoms which are caused or. compli- 
cated by psychological factors. Even if these patients 
are referred to hospitals or clinics they are likely to be 
handed back to their own doctors again. The family 
doctor is likely to be the last as well as the first court 
of appeal, especially when the patient has been seen by 
specialists of rival schools who have tendered mutually 
conflicting advice. The bewildered patient will then go 
to his own doctor, who, he trusts, will decide these com- 
plicated questions for him on a basis of common sense. 
Furthermore, psychiatry depends on the general body 
of medical knowledge and opinion for guidance in 
making its advances. The family doctor knows which 
of his patients have benefited from one or another 
method of treatment. If in fact some theory of psychi- 
atry proves of little practical use, its adherents, how- 
ever fanatical their faith, will eventually be brought 
into touch with reality by a dwindling clientele. In the 
conference rooms of learned societies abstryse theories 
will continue to be debated in magniloquent terms. The 
wise practitioner will eschew theory but pay the closest 
attention to clinical facts, and judge from them alone. 

In this article methods of treatment are discussed 
which have no adequate theoretical basis. Their dis- 
coverers were often led by theoretical notions which 
now no longer gain much credence. The reason why 
these methods are still used is because they are actually 
found to work. The lack of theoretical foundation 
cannot be claimed as a merit. But it must be remem- 


bered that many of the most effective methods of treat- . 


ment in general medicine were discovered in the same 
accidental way—the use of liver extract to treat perni- 
cious anaemia, for example. Much of our medical 
knowledge has been gained the wrong way round, and 
a discovery in therapy has compelled reconsideration of 
pathogenesis. Psychiatry to-day is in a stage of develop- 
ment in many ways equivalent to that of general medi- 
cine a hundred years ago, and we can expect advances 
to occur in the same way. . 

The three methods of treatment discussed in this 
article have altered the face of clinical psychiatry. 
Before their advent the hospital psychiatrist had to 
watch the progress of his patients uphill or down almost 
with folded hands. Only in the case of the general 
paretic was he able to take active remedial measures. 
Since the discovery of insulin coma treatment, electric 
convulsion therapy, and leucotomy the outlook for the 
great bulk of his patients has been altered immeasur- 
ably. This change has not occurred without putting new 


responsibilities on the general practitioner. It is now his 
duty to see that no one of his patients slips into a state of 
dangerous depression or mental alienation without being 
put in touch with the sources of aid. The several indi- 
cations of these treatments are of immediate interest to 
all doctors who are directly in touch with and are 
directly consulted by the general public. 
Insulin Coma 

The indication for insulin coma treatment is in the 
first place a diagnosis of schizophrenia, It is therefore 
essential that this diagnosis should be made or excluded. 
If the general practitioner has a patient whose history 
and clinical condition are suspicious and refers him to 
an expert for an opinion, he should be able to rely on 
an expert answer in one sense or the other. 


Importance of Early Treatment in Schizophrenia 

There is no really satisfactory treatment for schizo- 
phrenia, but insulin treatment is the best we have. All 
attempts to show by the statistical analysis of follow-up 
d@a that other methods of treatment, such as electric 
convulsion therapy, electro-narcosis, or psychotherapy, 
have any beneficial effect have so far failed. The evi- 
dénce of benefit from insulin coma treatment is, how- 
ever, convincing, even though one camnot rely on a 
cure. To obtain benefit, early treatment is essential. 
During the war soldiers who broke down with schizo- 
phrenic illnesses were often in psychiatric hospitals in 
a matter of days, and the therapeutic results then 
obtained were spectacular. It is much more difficult 
to ensure that the civilian patient is seen so soon by a 
doctor, and patients and their relatives will often go 
on for months tolerating symptoms which would call 
for immediate action in the Services. 

If the patient can be treated in the first three months 
of his illness one can hope for a remission rate of 75%. 
For patients treated during the first year of the illness 
the rate is 50% and still above the expectation of a 
spontaneous recovery. After the end of two years from 
the onset the chance of bringing about a full remission 
with coma therapy is almost negligible ; but the treat- 
ment may still be worth giving in the hope of obtaining 


a Clinical improvement. Follow-up studies have shown 


not only that a higher proportion of patients recover 
after insulin coma treatment than spontaneously, but 
also that recovery is more complete. Minor sequelae, 
even if not sufficient to interfere seriously with social 
adaptation, are in general common, but are less frequent 
in patients who have recovered after insulin treatment 
than in those who have recovered without treatment. It 
seems probable that relapse is rather more frequent in 
the insulin-treated patients than in those who have 
recovered spontaneously; and it may even be that 
results are equalized after a period of many years. 
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tered systemically in choroiditis, are particularly effec- 
tive in those cases in which gross exudative changes are 
a feature; a severe attack of plastic iridocyclitis, its 
occasional concomitant secondary glaucoma, or an 
attack of acute choroiditis may subside within a few 
days, leaving an eye often functionally unimpaired by 
its experience, a recovery which, at least on a short- 
term basis, is well sustained. Similar results have been 
reported in a variety of .external diseases, particularly 
those like episcleritis and phlyctenular disease, which 
are allergic in nature. 

The short-term cure by cortisone or A.C.T.H. of those 
ocular diseases which have a known tendency to recur- 
rence should never be allowed to distract attention from 
the search for aetiological factors. The period of follow- 
up of all the reported cases is short ; some acute cases 
have relapsed and responded less well to subsequent 
treatment, while in the more chronic cases, if indeed 
they improve at all, relapse is only too common once 
the protective, curtain is withdrawn. At present in 
regard to these diseases it is perhapS permissible only to 
hope that the abortion of an acute attack, of iridocyclitis 
for example, within a day or two may leave the eye less 
liable to the subsequent attacks, formerly so prone to 


‘occur, however thorough the and drastic 


the treatment. 


A WHIFF OF GAS 


A letter in this issue from Dr. J. G. Bourne directs the 
attention of his colleagues from the fascinating prob- 
lems of anaesthesia in the operating theatre to the 
neglected routine “dope” of the casualty department. 
He condemns the anoxia that accompanies nitrous oxide 
anaesthesia, although it has been lightly accepted by 
anaesthetists for over a century. He gave to 150 patients 
instead of nitrous oxide a mixture of cyclopropane and 
oxygen in equal parts, with total rebreathing into a 
large bag. Their recovery was rapid, though in some 


cases disturbed by nausea, which he reduced in fre-, 


quency and severity by a fairly large dose of hyoscine 
by mouth half an hour before operation. 

As Dr. Bourne points out, the damage done by the 
transient anoxia of nitrous-oxide anaesthesia is difficult 
to assess, though it appears to do little harm to the 
healthy patient. The narcosis is light; the respiratory 
centre is not depressed, and the anoxia can immediately 
be relieved with a few breaths of air. Nitrous oxide has 
established its place in out-patient and dental surgery 
through its rapid elimination and lack of after-effects, 
both compelling indications for the drug when the 
patient expects to return home or to work immediately 
after the anaesthetic. It is often incautious to allow him 
to leave alone for some time after the administration of 
a stronger agent, and few hospitals or dentist’s surgeries 
have space or staff enough to provide recovery rooms. 
Nitrous oxide has also the important property of safety 
in the hands of the junior administrators usually given 
charge of minor operating lists: the striking appear- 
ance of the cyanosed patient is a warning to the anaes- 
thetist who might ignore the more subtle signs of danger 
under cyclopropane anaesthesia. Dr. Bourne’s method 


is enterprising and satisfactory, but the out-patient 
department in many hospitals must receive the atten- 
tion of more senior anaesthetists before it begins to 
use more powerful drugs. 


DESIGN FOR SANATORIA 


The recent report of the Tuberculosis and Diseases. 
of the Chest Group Committee called attention to the 
urgent need for more institutional beds for the tubercu- 
lous in this country. The situation is bad both for the 
individual patient and for the public health, with a 
delay of up to nine months between diagnosis and 
admission to a sanatorium in some areas. No single 
action has more effect on the tuberculosis death rate 
than the provision of waiting beds instead of waiting- . 
lists. Many of the necessary beds should be in sana- 
toria, so the appearance of a report” on the design of 
sanatoria by a committee of the National Association 
for the Prevention of Tuberculosis is opportune. The 
average hospital architect has little or no knowledge 
of the special problems of housing long-stay tubercu- 
lous patients in an institution which is partly a surgical 
hospital, partly a chronic sick hospital, partly a rehabili- 
tation centre, and also a social centre. This book indi- 
cates the differences from ordinary hospital planning 

and supplies an answer to nearly all the questions. © 
Whether one agrees with all the answers is immaterial. 
What is important is that the study of the report by 
the architect,, in consultation with the physician- 
superintendent, should ensure consideration of all the 
many details where architecture and administration 
overlap. One interesting point is that the optimum size 
of a sanatorium depends on the capacity of the super- 
intendent to know every patient. The upper limit 
suggested, 240 beds, is higher than R. C. Wingfield’s 150 
at Frimley ; but the provision of adequate laboratory 
and surgical facilities becomes an economic proposition 
at the higher figure, and it is to be hoped that no new 
sanatorium will be built without these. Except in the 
most sparsely populated areas, it should not be neces- 
sary to build on a smaller scale. By careful choice of 
site an institution of economic size can serve several 
minor centres of population. It is not easy nowadays 
to staff a rural institution, but good housing and recrea- 
tional and transport facilities help to lessen the diffi- 
culties. The section of the report dealing with the 
housing of non-resident staff deserves special attention. 
These buildings appear to be the most difficult of all _ 
to obtain. 


Sir Henry Dale, O.M., F.R.S., will deliver the Festival 
Lecture in connexion with the Scientific Meeting spon- 
sored jointly by the Royal Society of Medicine and the 
British Medical Association. The title of his address 
will be “ Medicine Yesterday and To-morrow.” The 
lecture will be delivered at B,M.A. House on Wednes- 
day, June 20, at 6.30 p.m. The chair will be taken by 
Lord Webb-Johnson. 


1 British Medical Journal, 1950, *, 1382. and leading article on p. 1373. 
2 Design for Sanatoria, London, 19 
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PHYSICAL METHODS OF TREATMENT IN PSYCHIATRY 


WILLIAM SARGANT, M.B., F.R.C.P. 
Physician-in-charge of Department of Psychological Medicine, St. 1'homas’s Hospital 


AND 


ELIOT SLATER, M.D., F.R.C.P. 
Physician in Psychological Medicine, National Hospital for Nervous Diseases 


No general practitioner can afford to regard psychiatry 
as a remote specialty of which he need know nothing. 
Psychiatric illness is far too common for that. It has 
been estimated that nearly half of the hospital beds in 
the country are occupied by psychiatric patients ; and 
about one-third of all the patients going to their doctors 
for help have symptoms which are caused or. compli- 
cated by psychological factors, Even if these patients 
are referred to hospitals or clinics they are likely to be 
handed back to their own doctors again. The family 


doctor is likely to be the last as well as the first court . 


of appeal, especially when the patient has been seen by 
specialists of rival schools who have tendered mutually 
conflicting advice. The bewildered patient will then go 
to his own doctor, who, he trusts, will decide these com- 
plicated questions for him on a basis of common sense. 
Furthermore, psychiatry depends on the general body 
of medical knowledge and opinion for guidance in 
making its advances. The family doctor knows which 
of his patients have benefited from one or another 
method of treatment. If in fact some theory of psychi- 
atry proves of little practical use, its adherents, how- 
ever fanatical their faith, will eventually be brought 
into touch with reality by a dwindling clientele. In the 
conference rooms of learned societies abstryse theories 
will continue to be debated in magniloquent terms. The 
wise practitioner will eschew theory but pay the closest 
attention to clinical facts, and judge from them alone. 

In this article methods of treatment are discussed 
which have no adequate theoretical basis. Their dis- 
coverers were often led by theoretical notions which 
now no longer gain much credence. The reason why 
these methods are still used is because they are actually 
found to work. The lack of theoretical foundation 
cannot be claimed as a merit. But it must be remem- 


bered that many of the most effective methods of treat- . 


ment in general medicine were discovered in the same 
accidental way—the use of liver extract to treat perni- 
cious anaemia, for example. Much of our medical 
knowledge has been gained the wrong way round, and 
a discovery in therapy has compelled reconsideration of 
pathogenesis. Psychiatry to-day is in a stage of develop- 
ment in many ways equivalent to that of general medi- 
cine a hundred years ago, and we can expect advances 
to occur in the same way. . 

The three methods of treatment discussed in this 
article have altered the face of clinical psychiatry. 
Before their advent the hospital psychiatrist had to 
watch the progress of his patients uphill or down almost 
with folded hands. Only in the case of the general 
paretic was he able to take active remedial measures. 
Since the discovery of insulin coma treatment, electric 
convulsion therapy, and leucotomy the outlook for the 
great bulk of his patients has been altered immeasur- 
ably. This change has not occurred without putting new 


responsibilities on the general practitioner. It is now his 
duty to see that no one of his patients slips into a state of 
dangerous depression or mental alienation without being 
put in touch with the sources of aid. The several indi- 
cations of these treatments are of immediate interest to 
all doctors who are directly in touch with and are 
directly consulted by the general public. 

The indication for insulin coma treatment is in the 
first place a diagnosis of schizophrenia, It is therefore 
essential that this diagnosis should be made or excluded. 
If the general practitioner has a patient whose history 
and clinical condition are suspicious and refers him to 
an expert for an opinion, he should be able to rely on 
an expert answer in one sense or the other. 


Importance of Early Treatment in Schizophrenia 

There is no really satisfactory treatment for schizo- 
phrenia, but insulin treatment is the best we have. Aill 
attempts to show by the statistical analysis of follow-up 
data that other methods of treatment, such as electric 
convulsion therapy, electro-narcosis, or psychotherapy, 
have any beneficial effect have so far failed. The evi- 
dénce of benefit from insulin coma treatment is, how- 
ever, convincing, even though one cannot rely on a 
cure. To obtain benefit, early treatment is essential. 
During the war soldiers who broke down with schizo- 
phrenic illnesses were often in psychiatric hospitals in 
a matter of days, and the therapeutic results then 
obtained were spectacular. It is much more difficult 
to ensure that the civilian patient is seen so soon by a 
doctor, and patients and their relatives will often go 
on for months tolerating symptoms which would call 
for immediate action in the Services. 

If the patient can be treated in the first three months 
of his illness one can hope for a remission rate of 75%. 
For patients treated during the first year of the illness 
the rate is 50% and still above the expectation of a 
spontaneous recovery. After the end of two years from 
the onset the chance of bringing about a full remission 
with coma therapy is almost negligible ; but the treat- 
ment may still be worth giving in the hope of obtaining 


a Clinical improvement. Follow-up studies have shown 


not only that a higher proportion of patients recover 
after insulin coma treatment than spontaneously, but 
also that recovery is more complete. Minor sequelae, 
even if not sufficient to interfere seriously with social 
adaptation, are in general common, but are less frequent 
in patients who have recovered after insulin treatment 
than in those who have recovered without treatment. It 
seems probable that relapse is rather more frequent in 
the insulin-treated patients than in those who have 
recovered spontaneously; and it may even be that 
results are equalized after a period of many years. 
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We do not, however, have sufficient information on the 
results to be expected over very long durations ; but 
over comparatively short periods of five to ten years 
insulin treatment achieves much more than could be 
obtained without it. 


Adjuvant Measures 

E.C.T. can offer nothing like these figures, and its 
role in the treatment of schizophrenia is rather limited. 
There is little doubt that it helps in the management 
of some troublesome symptoms, such as stupor and 
states of negativism or confusion. If a predominant 
symptom is relieved in this way it may even appear that 
the patient has made a remission—until the progress of 
the disease results in less florid but more intractable 
changes. Such spurious remissions can be very decep- 
tive to the clinician, and their frequency accounts for 
the fact that at some centres E.C.T. is still regarded as, 
to some extent, a treatment of the schizophrenic disease 
process. This, however, is bad practice. There is no 
justification for giving courses of E.C.T., or electro- 
narcosis or psychotherapy, as a routine procedure and 
by way of substitute for insulin. Before such practice 
could be accepted it would have to be shown that these 
treatments influence the prognosis, and there is no evi- 
dence of that. Their use in the early stages may mean 
the waste of valuable time. The family doctor should 
therefore avoid, so far as possible, sending his schizo- 


‘ phrenic patients to any hospital or treatment centre 


where insulin treatment cannot be given at the earliest 
practicable time after admission. 

The role of E.C.T. and of psychotherapy is not as a 
substitute for insulin treatment but as an adjuvant. The 
best results are obtained when treatments can be com- 
bined. Insulin therapy halts or mitigates the progress 
of the disease, and is very effective in coping with some 
symptoms, such as states of excitement. It has a valu- 
able effect on the weakening of emotional responsive- 
ness and the tendency to disintegration of thought pro- 
cesses, which are the main causes of that dilapidation of 
personality which is the most dreadful result of schizo- 
phrenia. E.C.T. may be used in addition, and is then 
best given in the state of pre-comatose hypoglycaemic 
sopor to alleviate the depressive symptoms which are 
a frequent accompaniment of schizophrenia or one of 
the other special symptoms already mentioned, or for 
some other special purpose. Psychotherapy is especially 
valuable in helping in the reablement of the patient once 
the worst of his illness is over. It is undesirable even 
then that psycho-analysis should be used. It will do no 
good to drag up repressed material from the uncon- 
scious, and it may actually be dangerous to do so. 
What is wanted is help at the conscious level, to assist 
the patient to get over the bewilderment caused by his 
past psychotic experiences, to accustom him to the idea 
of taking up the threads of his past life and adjusting 
anew to the world outside hospital. ; 


Selection of Cases for Insulin Therapy 


Insulin treatment should be under the supervision of 
an expert with prolonged experience. In some centres 
the treatment is in the sole charge of registrars with 
no great acquaintance of the problems involved. The 
penalty of failure, to be paid by the patient, may be 
30 years of life in a mental hospital, and there are few 
medical treatments where the stakes are so high. 

It may be that the facilities for treatment in a given 
centre are limited, so that not all schizophrenic patients 


recently admitted can be transferred to the insulin ward. 
If this is so, then priority should be given to those 
patients in whom the onset has been most recent and 
most acute, whose original personalities were the best 
and are now the best preserved. If shallowness of affect 


is not marked, then there is likely to be a good deal of 


emotional response to the illness, taking the form of 
depression and anxiety. The state then may resemble 
a mixture of affective and schizophrenic symptoms, 
sometimes called “schizo-affective states.” These 
patients respond to insulin as well as any, but if they 
are left untreated often deteriorate into states from 
which the affective element has disappeared, leaving 
only a now unmistakable schizophrenic dilapidation. 
An over-nicety in the diagnostic approach may there- 
fore be of disservice to the patient. On the other hand, 
patients with a poor previous personality and with an 
insidious onset do not respond well and should not be 
preferred to more hopeful cases. When the “ splitting ” 
of personality is marked, so that, for instance, the patient 
describes his unpleasant feelings blandly or with a fatu- 
ous smile, the disease has probably already progressed 
too far for treatment to be hopeful. Hallucinations 
occurring in a clear state of consciousness are also not 
very encouraging. 

Recent evidence has shown that the number of comas 
given is important. It has been suggested that a further 
20 should be given after the patient has relinquished 
his delusional ideas and fresh psychotic experiences have 


ceased. This may not always be possible. But as many _ . 


as 60 comas are often needed, and sometimes 80. 
Relapse a few years, sometimes a few months, after 


treatment is unfortunately common. If it occurs, the. 


patient should be treated again. Very few untreated 
patients survive more than two fresh attacks without 
showing grave changes of personality ; but if treatment 
has been successful once it will probably succeed again. 

In short, insulin treatment should be given in every 
early case, and as early as possible, and in all cases of: 
doubt. The doctor should not hold his hand in the 
hope of a spontaneous remission, nor content himself 
with substitute methods. E.C.T., psychotherapy, and 
leucotomy have their place in special cases and for 
special purposes, but are not to be looked on as treat- 
ments for schizophrenia. 


Electric Convulsion Therapy 

The indications for E.C.T. are urgently in need of, 
clarification. The results obtained in some cases are 
so dramatic and spectacular that clinicians are tempted 
to apply the method indiscriminately. Electroshock has 
its principal effect in relieving the feeling of depression, 
and is therefore often given in depressive states of any 
kind. Depressive states, however, vary much in nature, 
and the results of treatment are very unequal in states 
of different kinds. If this method of treatment has 
taught us nothing else, it has shown that the old- 
fashioned diagnostic approach which fails to distin- 
guish between the different depressive syndromes is not 
a reliable guide. 


Involutional Depression © 
Of all depressive conditions there is one in which 
E.C.T. is nearly sure of success. This is the so-called 
involutional depression, which, however, does not always 
occur as late as the name implies. It is characterized 
by an insidious onset without any noteworthy precipi- 
tating cause. The personality of the patient is often of 
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the obsessional type, of fixed habits, and he has fre- 
quently struggled long and painfully before seeking the 
advice of the doctor. The mood is a persistent one 
and is never completely relieved by any external distrac- 
tion, such as a few hours spent in enlivening circum- 
stances. It shows a daily rhythm and is commonly at 
its worst in the first hours of the day. The sleep rhythm 
also shows a characteristic disturbance: the patient can 
usually get off to sleep well enough but wakes again in 
the early hours. The clinical condition is at its most 
typical if some degree of retardation—that is, slowing 
down of responses and spontaneous activities—is shown. 
Qualities which are atypical and therapeutically discour- 
aging are any marked tendency to anxiety or to paranoid 
symptoms or a previous personality of a tense and 
anxious kind. ‘These patients, if submitted to E.C.T., 
usually begin to improve from the first or second treat- 


ment and fail in only about 10% of cases to make an 


eventually adequate recovery. 


Manic-depressive State 

The other common type of endogenous depression, 
the manic-depressive state, may resemble the type of 
depression first described in the clinical picture, but 
differs a good deal in the past history. The patient 
shows a cyclothymic rather than an obsessional person- 
ality, and has been subject to spontaneous swings of 
mood ; and the onset of the illness is a good deal more 
rapid, occurring over days or weeks instead of months. 
The manic-depressive has often had a number of previ- 
ous attacks of depression, perhaps at rather regular 
intervals, whereas the involutional patient has had none, 
or a single illness years before. Electroshock should be 
given to the manic-depressive patient in a tentative way. 
As things are to-day, these patients are often battered 
by prolonged courses of convulsions, with the only result 
that they develop confusional and dysmnesic symptoms 
and go into a state of utter despair. This is not to say 
that E.C.T. is not a useful aid here too. It is most help- 
ful if it is given towards the end of a phase of depres- 
sion, about the time when, judging by the history of 
previous attacks, a spontaneous remission could be 
hoped for, even if the patient shows no signs of its 


occurring. As E.C.T. is sometimes successful at other 


times too, one or two trial treatments can be given, and 
the attempt persisted with if the patient shows signs of 
responding, or abandoned if he is made to feel worse. 


Reactive Depression 

The same tentative method of trial application can 
sometimes bring success in another type of depressive 
illness, perhaps the commonest of all. This is the re- 
active depression which is brought on in the over- 
susceptible patient by environmental causes. The past 
history may at times resemble that of the manic- 
depressive patient, though the previous mood-swings 
will have had an adequate external causation and not 


have been endogenous. The clinical state, however, is. 


very different, and one will not find the rhythmic quality, 
the specific sleep disturbance, or the retardation that 
characterize the endogenous depressions. Of course the 
proper way to treat reactive depressions is by dealing 
with the circumstances which have caused the emotional 
reaction and also perhaps by some relatively superficial 
psychotherapy. E.C.T. may prove helpful in some 
cases, however, which will have to be judged on their 
merits ; if attempted, it must be given in a tentative 
way. If E.C.T. is going to work it should cause some 


improvement in the symptoms in the first 24 to 48 hours 
after a trial treatment; if the patient is made worse 
during that time, E.C.T. will not generally help him. 


Depression Accompanying Organic Disease 

Depression may be a marked feature in organic 
states, notably arteriopathic conditions, but also general 
paresis, the presenile dementias, and even disseminated 
sclerosis. E.C.T. given to these patients may greatly 
relieve the depression, but should be used with great 
caution and forbearance. Another neurological condi- 
tion in which E.C.T. is occasionally useful is epilepsy. 
The indications, however, are very precise and are not 
suitably discussed here ; only an expert on epilepsy is 
in a position to recommend treatment in this way and 
to decide exactly how it should be applied. 


. When-to Start Treatment 

In the involutional depression treatment should be 
begun as early as possible. Recent reports have shown 
that it may even be a life-saving measure. In clinical 
states of other kinds it is better to withhold treatment 
until the patient’s case is thoroughly understood and 
the therapist is clear about his reasons for giving it. In 
recurrent endogenous depressives, for instance, treat- 
ment may be useless until the end of the biological phase 
is at hand. Older patients respond much better than 
younger ones. Patients have been successfully treated 
up to the age of 80. On the other hand, patients between 
the ages of 20 and 30 often give very disappointing 
results for two reasons. First, errors in diagnosis are 
very easy, and it is commonplace to mistake the onset 
of a schizophrenia for an affective state. Secondly, the 


younger patient is relatively more unstable, and the 


deleterious effect of E.C.T. in increasing instability is 
more likely to show in his case. 


The Abuse of E.C.T. 


In general, electroshock therapy is given far too freely 
and is in fact much abused. Many patients with reactive 
depressions, anxiety states with some accompanying 
depression, and hysterical syndromes into which depres- 
sion enters are treated by E.C.T. although entirely un- 
suitable. This is a matter of no trifling concern, as these 
patients are frequently made much worse. Not only 
may the disturbances of memory, which may be pro- 
duced by:as few as half a dozen fits, hamper and dis- 
tress the patient, but he may also suffer an increase in 
anxiety or develop symptoms of depersonalization. ‘It 
is important that the doctor should take account of t”’ 


personality as well as of the present state. Unstable 


and hysterical personalities are rendered more unstable 
by the treatment. It is also a deplorable fashion to 
give courses of treatment. A patient may, for instance, 
be ordered a course of 12 E.C.T., given twice weekly, 
which is rigorously carried through to the end regard- 
less of the results which show in an intermediate stage. 
Much damage can be done this way. Large numbers 
of fits are sometimes given over a very short space of 
time, the so-called “ intensive” E.C.T., for instance to 
schizophrenics, obsessionals, and psychopaths, often to 
relieve the symptom of tension, and sometimes with the 
false notion that the treatment will be a substitute for 
leucotomy. Even though the patient may thereby be 
battered into apathy for a few days or weeks, the ten- 
sion recurs and the patient is burdened in addition with 


disturbances of memory. 
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Whatever the condition for which it is given, it is 
often unnecessary to give E.C.T. more than once a week. 
Treatments given twice or more a week ‘may still take 
just as many weeks to produce recovery—which means 
that a number of treatments will have been given un- 
necessarily, with danger of impairment of memory. The 
goal of recovery cannot be attained without unnecessary 
cost by an impetuous rush. For this very reason treat- 
ment in out-patient clinics, where some forbearance must 
be exercised, is often more successful than treatment in 


hospital. 
Leucotomy 


The possible application of cerebral surgery in 
psychiatry is so great, and the feelings roused by its 
use run so high, that clear thinking and a dispassionate 
approach are especially necessary. Practically all 
workers with an extensive experience are agreed that 
the main significance of leucotomy is that it is the 
most certain measure we have for reducing anxiety and 
tension which have persisted for a long time. The symp- 
toms for which it-is effective are those which it is now 
fashionable, and indeed not meaningless, to attribute to 
“ feed-back” processes in the C.N.S., on a metaphor 
taken from electronic engineering. Excessive anxiety, 
shown in one form or another, is responsible for a great 
part of mental ill-health and is prominent in very vari- 
ous clinical conditions, neurotic and psychotic. The 
persistent rumination on a complex of painful themes, 
which also enters so largely into mental disorder, is 
equally responsive to relief by this operation. It is 
therefore not surprising that, in Britain and the U.S.A., 
50% of the schizophrenics who have had the operation 
in the first two years of illness have made some social 
readjustment, even though insulin and E.C.T. had failed. 
After two years of schizophrenic illness the percentage 
of recovery or great improvement drops to a much lower 
figure—nearer to 20%. 

In depressive states, where we do not have to envisage 
the likelihood of a progressive deteriorative process, the 
results are more independent of the duration of the 
disease, although if the patient has been ill for a long 
time social rehabilitation is so much the more difficult. 
Nearly all patients suffering from a depressive psychosis 
who are leucotomized because they have failed to 
respond to E.C.T. make a good recovery ; it is usually 
those with depressive states with a marked element of 
tension who are failures with E.C.T., and leucotomy is 
especially suitable for their condition. 

The use of leucotomy in neurotic-states is as yet 


_ insufficiently explored. There can be no doubt that 
- many otherwise intractable cases may be greatly aided ; 


but one hesitates to recommend such a drastic method 
of treatment unless the suffering and disability are great 
and no other hope can be held out. In a group of 
patients carefully selected like this 70% of worthwhile 
results have been obtained. Furthermore, whereas 
ordinary methods of treatment at their best bring about 
a restoration of the status quo ante, leucotomy produces 
a’ permanent alteration of the constitution and so offers 
a greater hope of stable results. The factor which 
weighs most heavily on the other side of the scales is 
the fear that the patient’s personality will be damaged, 
and that psychological defects of a number of kinds will 
outweigh the good that is done.- 


Limited Operations 
Much of the earlier work on the damage to the per- 
sonality resulting from leucotomy is now of historical 


interest only. The recently developed undercutting 
operation of Scoville and modified anterior forms of 
leucotomy now widely practised, by which the section 
is sometimes confined. to the lower quadrant of the 
frontal lobe, do not have anything like so much 
damaging effect as the original leucotomies. Rylander, 
who made one of the earliest and best follow-up studies 
on operations on the frontal lobe, and based on them 
some serious objections to leucotomy, now takes a 
different attitude to limited operations. Nevertheless 
there is still a good deal of ill-informed publicity in the 
popular press and on the radio, in which no allowance 


is made for the recent change in surgical procedure. ~ 


The modern and more limited operations are enough to 
bring the needed relief to a wide range of, patients, even 
though there are still some whosessymptoms are so 
severe that something more will be required. 


Selection of Cases and Results 

It is not possible here to go into the pros and cons 
of “psychosurgery,” but some simplification of the 
problems involved is possible. The first requisite is 
the decision that no other treatment is likely to help; 
to be able to decide so much one needs to have a work- 
ing knowledge of the other methods. One then has to 
come to a reasoned judgment of the extent of the in- 
capacity and the suffering of the patient and the likeli- 
hood that they will prove permanent if nothing is done. 
The individual symptoms must then be evaluated and 


conclusions drawn about the extent to which the illness _ 


involves anxiety and tension and is kept alive by 
rumination. If from the total state the anxious- 
ruminative tendencies are subtracted, what will be 
left? Symptoms may be derived from different causes, 
and in one patient a form of abnormal behaviour may 
be based on tension, in another on immaturity and 
impulsiveness. , Irritability and ill-temper is a case in 
point, and in the one patient these symptoms will be 
helped by operation, in the other made worse. In the 
schizophrenic patient the clinical analysis must be made 
with subtlety and care. In so far as the symptoms are 
based on tension they may be helped by the operation ; 
but if there is a marked degree of emotional flattening 
and schizophrenic “ splitting” is prominent little benefit 
can be expected. The apathetic patient, no matter what 
the diagnosis, should rarely be submitted to operation. 

In depressive states good results can be expected 
where tension rather than retardation is in the fore- 
ground. Retardation is a symptom which is more likely 
to respond to E.C.T., although it is also associated with 
manic-depressive syndromes which may be refractory to 
electrical shock. The typical manic-depressive patient 
will be considered as a candidate for leucotomy only 
if the recurrent attacks of illness are so frequent as to 
involve the greater part of the patient's life. Even then 
caution should be observed. Manic attacks are not 
prevented by leucotomy and may even be precipitated 
by it; and even posterior cuts may not abolish but 
only modify the biologically determined swings of mood 
in this hereditary form of mental disorder. 

Obsessional states may respond to leucotomy after 
years of psychotherapy have failed to help. Patients 
whose symptoms mainly take the form. of phobias and 
ruminations do much better than those who are tied 
down in fixed patterns of compulsive behaviour. Entire 
relief from severe and long-standing obsessional symp- 
toms will hardly be expected with anything less than 
a posterior cut, inevitably’ involving damage to the 
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personality. Nevertheless a milder form of operation may 
greatly diminish anxiety and so take some of the com- 
pelling power from phobic symptoms and‘ allow dis- 
abling modes of adaptation to resolve owing to lack 
of emotional reinforcement. A field even more suitable 
for operative treatment than the typical obsessional 
neurotic will probably be found in those neurotic 
patients who show much anxiety, some mild obsessional 
traits,.and perhaps a degree of hysterical overlay. These 
patients rarely respond to psychotherapy and are often 
made worse by E.C.T.; but their symptoms are of a 
kind to respond to leucotomy, and the underlying per- 
sonality is not so rigid as in the obsessional. In our 
experience when the anxiety and tension are relieved 
the hysterical component of the picture also diminishes. 
Such patients, however, must be distinguished from 
those in whom hysterical mechanisms are primary 
rather than secondary, who do not react well to surgery. 

Research is now proceeding into the results of sur- 
gical treatment of other neurotic states, and is likely 
to be ‘ruitful: We may particularly mention psycho- 
somatic disorders in which anxiety and rumination aré 
causing more distress than is warranted by the organic 
factors, other types of hypochondriasis, intractable an- 
orexia nervosa, the mental reactions to intractable pain, 
tinnitus, organic dystonias, etc. All patients falling into 
the neurotic group will be considered only if the illness 
is of some years’ duration, and treatment by other physi- 
cal, psychological, or social means is not indicated or 
has already been tried and has failed. 

The older the patient is the better he is likely to do, 
as the greater stability and even rigidity of habits of 
behaviour offer what we might call a margin of error. 
The increased emotional liability produced by the oper- 
ation is more upsetting to the young. Furthermore, 


young persons suffering from a chronic mental illness, 


even though it be apparently neurotic in form, often 
prove in the end to be schizophrenic. Practitioners 
would be well advised, in seeking a second opinion on 
surgical treatment, not to pay too much heed to the 
advice of those whose minds are finally made up on 
grounds of principle. Every patient has to be judged 
on the merits of his case; and no unbiased judgment 
will be obtained either from the consultant who believes 
that all incurable schizophrenics should be leucoto- 
mized, or from the psychotherapist who believes that 
surgery is inadvisable in any case of neurotic illness. 


Failures of Operation 

The mortality of the operation, in patients who are 
not in an impaired state of physical health, is in the 
region of 1%. In few cases will the persons concerned 
be deterred by such-a risk. Much more seriously worth 
considering are the twin risks of failure to improve and 
of impairment of personality. Although progress is 
slow there are good grounds for hoping that improve- 
ment in operative technique, itself dependent on increas- 
ing knowledge of the function and connexions of the 
frontal lobe, will permit a much greater degree of pre- 
cision than at present. Some failures to respond may 
be due to an inadequate operation, and in some of these 
cases a second operation has been more successful. 
Many patients, especially in the schizophrenic group, 
fail to improve because of the severity of their men- 
tal illness. The operation may bring about a greater 
social accessibility but reveal an unsuspected degree of 
deterioration of personality and flattening of emotional 
responsiveness. Such defects in these cases should be 


attributed to their true cause, the sequelae of the schizo- 
phrenic process, and not in the absence of evidence laid 
to the discredit of the operation. 

Damage to the personality is most to be feared in 
those whose livelihood depends on its full preservation. 
What may represent a negligible danger to a man 
engaged in routine duties may be too serious to face in 
the case of a writer who needs all his capacity for 
imaginative and constructive thinking. In the same way 
the loosening of a sense of responsibility which may 
follow operation may be a contraindication to surgery 
in the case of a man with antisocial tendencies, while 
it is positively desirable in the overscrupulous. 


GUIDING THE BLIND 


BY 


R. L. BEURLE, B.Sc. 
(Experimental and Research Department, St. Dunstan's) 


The question of finding their way about has always 
been a problem to the blind. The experiences of a 
great number of young men in the technical arms of the 
Services, and especially in the R.A.F., who used radar, 
led many of those who became blinded as a result of 
their war service to suggest that some adaptation of 
radar might aid them. This led to a consideration of 
the scientific possibilities of aiding the blind. 


The Problem 


To be practical, a guiding aid should give sufficient 
information about surrounding objects to enable a 
blind man to walk freely at a moderate speed along 


streets or inside buildings. To do this it must indicate 


the distance and direction of any obstacle within 6 ft. 
sufficiently rapidly to allow the path to be chosen 
accordingly. Moreover, it must be very light in weight, 
compact, and inconspicuous. Ata range of only a few 
feet it is impracticable to use a normal radar beam as 
an exploring medium, and light, or ultrasonic energy, 
must be used. 

A factor to be borne in mind is the natural ability of 
many blind men to find their way about with little 
assistance. A blind person who has the ability and in- 
clination to learn how to use an instrument .is usually 
able also to learn to find his way largely unassisted. 
Then, with the aid of only a walking-stick, or even with- 
out this, he can go to and from work, to a friend’s 
house in the evening, or on any journey he knows well. 
The chief use of a guiding instrument might therefore 
be to help on totally new routes. 

Several different devices,' including two based on the 
use of light beams and three on ultrasonic energy beams 
of different frequencies, were first constructed at St. 
Dunstan’s. The beam was narrow, about 2 in. square at 
6 ft., to enable objects to be located. Range was 
measured in the ultrasonic devices in terms of the time 
delay between the transmission of an ultrasonic pulse 
and the reception of the echo returned by an 
object in the path. The blind man was informed of 
the presence of this obstacle by hearing a new sound, 
the pitch of which indicated the range. Light travels 
so fast that it is reflected back over 6 ft. or so in an 


1 See Electronic Engineering, January, 1951, pp. 2-7. 
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immeasurably short time, so the range in this case was 
determined by triangulation. That is to say, the trans- 
mitted beam of light was divided into several sections 
each of which could be reflected into the photocell only 
by objects at a certain different range. The sections were 
modulated by tones of different pitch, and the presence 
of these tones in headphones served to indicate the 
presence and range of the obstacle. 

These narrow-beam devices were found to have the 
great inherent disadvantage that at any instant ‘tHe 
narrow beam allows the user to obtain information 
about only a very small part of his surroundings. The 
beam must be continually swung to and fro and up and 
down as he moves forwards, yet must rest for an appre- 
ciable time on any object of small dimensions to allow 
it to be detected. This slow elaborate scanning pro- 
cedure necessary for safe progress made the instrument 
of no practical use. A wider detecting beam, however, 
means using more power. 

With an ultrasonic device transmitting a wide 
beam and each ear hearing the echo separately 
through its own receiver it was certainly possible 
to obtain an approximate idea of the direction 
from which an echo was returning. There were, 
however, many disadvantages. Perhaps the most 
important was that the necessity for maintaining high 
sensitivity with low-power consumption and for limit- 
ing the size of the device by using miniature valves 
made it impossible to avoid the echoes being, to some 
extent, distorted in the receiver. As a result it was only 


* possible to locate one single object at any given time, 


and then only if the echo from that object was con- 
siderably stronger than the echoes from other surround- 
ing objects. If several objects were present in the 
vicinity at roughly the same distance the distortion 
caused echoes from these to become confused with one 
another and the resultant sound was completely un- 
intelligible. -_ 

A further device was constructed which, instead of 
transmitting ultrasonic energy, transmitted a succession 
of high-pitched audible clicks. This was relatively 
simple: the source was placed near the focus of a para- 
bolic reflector to produce a fairly wide beam with a 
concentration of sound towards its centre. Its advan- 
tages included a lower bulk and weight and a longer 
battery life than the other instruments, and, since the 
wearing of earphones was unnecessary, the blind user’s 
ears were free for normal use. The choice of a succes- 
sion of clicks as the best form of sound to employ was 
based on a series of tests with blind people. Although 
the clicks were not the best under all circumstances 
they did give the greatest amount of assistance over a 
wide range of different conditions. 

The composition of the sound beam—that is, a wide 
beam, with a concentration of sound on the centre line— 
was also chosen as a result of tests with various types 
of beam. It was found that the concentration of sound 
in the centre made it possible to pick out objects such 
as trees, pillar-boxes, etc., some way ahead on the line 
of advance, in the presence of larger objects close be- 
side the ‘user. On the other hand, the presence of at 
least some sound radiated towards each side made it 
possible to estimate the position of, for example, a wall 
beside which the user was walking, so that he could 
keep his distance from it without the necessity of con- 
tinuously swinging the beam round towards it. These 
factors did not greatly alter the reliability or the 


accuracy with which an object could be located. They 
affected rather the speed with which an object could be 
detected, and by rendering a complex scanning tech- 
nique unnecessary made it possible to move at a 

reasonable walking pace. 


Experiments with the Clicker 

This simple acoustic device, which became known as 
the “Clicker,” had two marked disadvantages. The 
noise of heavy traffic drowned the click and made it 
quite impossible to hear echoes from an obstacle, and 
at other times passers-by could notice the clicker in 
action. It was decided to test the clicker device exten- 
sively under favourable conditions. Three groups of 
totally blind people—ex-Service men at St. Dunstan’s, 
a number of adults who had been blind since childhood, 
and children from three schools in the London area— 
were given training in its use. 

The results of the tests were at first very encouraging. 
Blind men who already had some experience in getting 
about alone found that the clicker could reveal to them 
many objects of which they had previously beea 
ignorant. People with less experience were surprised, 
not so much at the new information, which they were 
at first less able to appreciate, but at the fact that they 
could walk about unaided at all. Nearly all were keen 
on using the device, and some inquired about the possi- 
bility of having one for personal use. 


The clicker is held in the hand like a torch: it measures 9 in. 
24 in. (22.8 by 6.3 cm.), has a reflector of 5} in. (13.3 cm. 
er, and weighs 2 Ib. 


Later the attitude of many changed. The more 
experienced found that the extra information provided 
by the clicker, though useful in strange surroundings, 
did not make much difference on routes which were 
familiar. The less experienced also, as they learned 
to use the device, learned in addition much about 
their surroundings which enabled them to move more 
freely even without it. As they thus gained in 
experience their outlook tended more towards that of 
the blind man who had always been able to find his 
way around. Thus, the device, while apparently useful 
in initiating people into the appreciation of echoes, 
would very probably be discarded later. 


Results with Blind Children 
The period of training at the three schools culminated 
in a test in which the children were allowed to find their 
way under supervision, but without assistance, along 
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an unknown route. The results are interesting in that 
they show how the speed with which a route is traversed 
increases as the route becomes familiar even if, as in 


this case, the route is being .traversed only for the . 


second time and in the opposite direction. The average 
speed at which test routes were covered with the clicker 
on the outward journey was 2 m.p.h., while without 
any form of aid it was 1.6 m.p.h. On the return 
journey, when the children knew the route because of 
their experience on the outward journey, the average 
times were 2.5 m.p.h. with the clicker and 3 m-.p.h. 
without the clicker. It seems sighificant that the 
differences between outward and inward speeds, with 
and without the clicker, showed the same trend at 
different schools. The figures again show clearly that, 
so far as speed is concerned, the device was of assistance 
only when the route was unfamiliar. — 

Throughout these trials, in fact, we found tha 
experienced blind people were well able to travel to and 
fro on regular journeys, the details of which they had 
come to know well, and that any attempt to give addi- 
tional assistance by any form of device was of value 
only on unfamiliar ground. Indeed, on well-known 
routes speed was frequently reduced because attention 
was drawn away from the familiar signs which the 
blind man had been accustomed to use. 

It is worth while remembering that one of the 
principal handicaps of a blind man is the inability to 
make use of so much essential information displayed in 
notices and signs—for instance, on buses, in the street, 
and in shops. Imagine searching for a house with a 
certain number in an unfamiliar road. To a blind man 
no guiding device short of a miraculous “ artificial 
eye” could be of any assistance. Our experience 
during the tests confirmed that these difficulties were 
sufficient to deter all but a very small percentage of 
blind people from exploring new routes completely un- 
assisted, either without a device or with any device 
which is likely to be practicable at the present time. 
Apart from any physical danger from undetected 
obstacles the mental concentration required is very 
great, because of the inability to use ordinary signs. 
No doubt a man may sometimes wander down an 
unknown street out of curiosity, but this would be done 
in an exploratory spirit rather than as a means of 
reaching a destination. 

A blind man, then, must be reconciled to the necessity 
of knowing what route he is to take to his destination. 
Provided he knows where to find his bus stop or tube 
station, where to turn left or right, etc., he will not be 
worried by the inability to read notices. If he is thus 
confined to known routes he will know the positions of 
obstacles such as trees, lamp posts, etc., and an obstacle- 
detecting instrument becomes almost redundant. 

Besides route-finding and obstacle detection, sight also 
helps in maintaining poise or balance. A blind man, 
however, must rely on such sensations as the variation in 
pressure over the soles of the feet, and when he has to 
traverse rough or steeply sloping ground there are addi- 
tional variations in the pressures, and it is less easy to 
determine the balance. In such circumstances many blind 
people appear to find that the third reference point pro- 
vided by the tip of a walking-stick assists materially in 
walking straight. No doubt the long base line from 
the feet to the tip of the stick also helps. 

The functions of obstacle detection and route-follow- 
ing are the two fields in which it was hoped that a 


guiding device might be useful. Now a blind person-with 
well-developed hearing will, in a quiet situation, be able 
to detect most large obstacles by footfall echoes. If 
his route runs beside a wall or hedge, he will be able to 
follow it without any difficulty, and deduce from the 
cessation of the echoes at what point the wall turns a 
corner and hence the probable position of turnings in 


the road. 
Experimental Conclusions 


" We were thus faced with the fact that a guiding 
device appears to be of little assistance to an experi- 
enced blind man on a well-known route, while, even 
though it might make progress easier on unknown routes, 
there is still so much it cannot cope with that few blind 


people are likely to trust to it on new ground. Never- — 
theless, during the tests a number of interesting facts 


emerged. Particularly noticeable was the great varia- 
tion in the ability of different blind people to get about 
unaided, and together with this the difference that even 
a small amount of practice made to their ability to co- 
ordinate all the information at their disposal. Very 
few seem to lack the potential ability to detect echoes 


and make use of them, but the percentage of adults who 


had developed this and made any practical use of it 
was very small. Among blind children it was excep- 
tional to find one who could not learn to follow a route 
after being taken along it a few times, and experience 
gained in this way increased ability to learn a second 
route. 


Importance of Encouraging Independence 

This marked discrepancy between the potential 
ability of most children and the actual development of 
route-finding ability in only a small percentage of adults 
demands some explanation. It became clear after dis- 
cussion of the question that in almost all cases those 
who had not developed the ability to go about unaided 
had failed because of lack of opportunity or encourage- 
ment. Frequently their family had never let them try 
to find their own way about and would have been 
shocked at the thought of them doing so. They prob- 
ably had not gone to a school for blind children where 
they could learn with the help of other children, or they 
had gone to a school where little effort was made to 
encourage independence and self-reliance. It was 
noticeable that between the schools where the tests were 
carried out there was a marked difference in the degree 
of development of route-finding ability. This ability 
appeared much more developed where the children 
had the benefit of large grounds to roam about in by 
themselves. 

The benefit to blind children of opportunities like this 
for developing their natural abilities cannot be over- 
stressed. They need some early deliberate instruction in 


the art of getting about. Those, too, who become blind 


later in life would benefit from some deliberate instruc- 
tion at an early stage by experienced blind instructors. 
It is in these early stages that a device such as the clicker 
may prove useful in demonstrating the significance of 
echoes. Of course, on many journeys a blind person will 
prefer the company of a friend or relation who may be 
going the same way, and in any case not all will develop 
the ability to find their way alone with any amount of 
instruction. But it is certain that those blind men who 
have been able or who through force of circumstances 
have had to learn to find their own way would be very 
sorry to lose the independence thus gained. 
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THE HISTORY OF PHARMACY 


EXHIBITION AT THE WELLCOME HISTORICAL 
MEDICAL MUSEUM 


To mark the occasion of the Festival of Britain the trustees 
of the Wellcome Foundation have arranged an exhibition, 
illustrating the history of pharmacy, at the Historical Medi- 
cal Museum, Wellcome Research Institution, Euston Road, 
London. 

The exhibition, which will be on view until September 28, 
was opened on May 8 by Sir Howarp FLorey, who was 
introduced to a distinguished gathering by Mr. H. E. Sier, 
chairman of the Wellcome Foundation. Sir Howard readily 
admitted that he was not good at opening exhibitions ; in 
fact, he had never opened one before. He praised the 
interest and scope of the exbibition: the exhibits traced 
the growth of pharmacy from prehistoric times, and showed 
the ever-strengthening link between biological and chemical 
research. There was material illustrating the arts of the 
ancient herbalists as well as the work which had been carried 
out by modern pharmaceutical firms in their own labora- 
tories. 

Thirty years ago, when he had qualified in medicine, 
there had been only a few potent drugs, whereas now there 
were many. Before the sulphonamides had been introduced 
into medicine the haemolytic streptococcus had been a very 
dangerous hazard ; quite a number of pathologists had been 
removed from this world by means of streptococci encoun- 
tered at necropsies. But now there were the sulphonamides, 
penicillin, and other drugs which were extremely effective 
against the streptococcus. So much so that there was little 
interest nowadays in discovering new drugs active against 
streptococcal infections. 

Sir Howard spoke of the vast amount of work on organic 
compounds now being carried out in many laboratories, and 
of the studies on hormones based on facts provided by the 
pathologist and biochemist. It was important to remember, 
he said, that most of the large-scale discoveries and investiga- 
tions were being done by large firms both in this country and 
in the States. 


Antibacterials in the Middle Ages 

Mentioning that one of the exhibits contained Gerard’s 
Herball, Sir Howard pointed out that among the illustra- 
tions was the wallflower. “If you take any part of the 
wallflower, its stem, seed, or leaves, and grind them up, the 
liquid in which they have been drowned is a very powerful 
antibacterial. It is much more powerful than carbolic, and 
was certainly used in the Middle Ages, and possibly earlier, 
as a poultice to apply to various inflamed parts. There is 
some connexion between the herbalist and the type of 
pharmacy now being done.” 

The old-fashioned meaning of the word pharmacy had 
greatly degenerated, in the United States to the local drug 
store, which was just another place for breakfast, and in 
England to the chemist’s shop, where a large part of the 
pharmacist’s time was devoted to the selling of beauty 
preparations. However, doctors still had to give prescrip- 
tions, and patients still swallowed medicine. 

Dr. E. ASHWORTH UNDERWOOD, director of the Wellcome 
Historical Medical Museum, in thanking Sir Howard Florey, 
said that in presenting the exhibition they had interpreted 
the word pharmacy in liberal terms, and consequently a 
number of exhibits would be seen which were connected 
with other sciences and with other arts. _He did not wish 
it to be thought, however, that the exhibition dealt only with 
the artistic point of view. Within the limited space avail- 
able they had tried to include the great classics which had 
influenced therapeutics. 


The Exhibition 


Starting with the deities of Egyptian medicine, Neithé, 
Ptah, Isis, and Horus, in bronze, the first section of the 


exhibition is devoted to objects recovered from the Egyptian 
tombs. Imhotep, originally a physician and subsequently 
deified as an Egyptian god of medicine, is represented by 
a silver statuette, circa 800 B.c. A kohl-container in carved 
wood from the temple of Queen Hatshepsut (1501-1479 B.c.), 
Dair al-Bahri, commands attention. This early cosmetic 
box, divided into four compartments, is labelled for 
powders to be used at different seasons. Other early con- 
tainers include unguent vessels in glass and alabastrons for 
ointments or perfume. _ 

Among the classical exhibits there are statuettes of the god 
Apollo in ivory, circa 50 B.c., and Asklepios (Aesculapius), 
the Greek god of medicine, in marble. Early Greek pottery is 
represented by a red figure vase (lekythos) of the late fifth 
century B.c. and Corinthian alabastrons of the seventh-sixth 
century B.C. 


Early Pestles and Mortars 


Those symbols of pharmacy, the pestle and mortar, have 
been in use since Neolithic times for domestic as well as 
medical purposes, for, before the advent of grinding 
machinery, cereals, spices, herbs, etc., were crushed or 
pulverized by being pounded in a mortar. An early 
Egyptian stone mortar on view is decorated with relief 
carvings of the dog-faced baboon. In another character- 
istic design in stone the four lugs, or handles, are formed 
by representations of human or animal heads. Roman 
mortars of marble, earthenware, and bronze are also shown. 
The sixteenth century is. represented by an English bell- 
metal mortar decorated with the Tudor rose and crown, 
and the seventeenth by a specimen bearing the arms of 
the Commonwealth (many of these were destroyed at the ~ 
Restoration). Bell-metal mortars, which give out a ringing 
sound when struck, were cast in the church-bell foundries 
from metal left over from a peal of bells. Solid ivory 
mortars of Portuguese origin and a specimen in jade 
complete the exhibit. 

A sixteenth-century manuscript in the form of a roll 11 ft. 
6 in. (3.5 m.) long dominates the display of alchemical 
apparatus of the Middle Ages. The production of the philo- - 
sopher’s stone is illustrated in pictorial cryptograms. In the 
portion shown the alchemist is holding an alembic within 
which aré illustrations of the eight stages of the whole 
process. ‘ 

A selection of works from the Wellcome Historical Medi- 
cal Library includes Braunschweig’s Liber de arte distillandi 
de compositis, 1512; the Venetian edition, 1556, of the 
Dispensatorium of Valerius Cordus ; the 1568 edition (printed 
in Cologne) of Turner’s Herbal; the De historia stirpium, 
1542, of Leonhart Fuchs ; and the rare first edition of the 
London Pharmacopoeia of 1618. 

In the library itself there is a special exhibition: “ The 
Illustration of Medical Books.” Exhibits range from the 
coloured miniatures in early medical manuscripts to the 
photographic reproductions of the nineteenth century. 


, 


Drug Jars and Pill Slabs 


An attractive array of pharmacy jars from Sir Henry 
Wellcome’s extensive collection begins chronologically with 
a Persian jar of the twelfth century. Hispano-moresque 
albarelli made at Valencia are also displayed to advantage. 
But it is the Italian drug jars with their rich colourings which 
dominate the scene. T,he sixteenth-century specimens are 
attributed to potteries in Tuscany and the well-known work- 
shops of Faenza, Castel Durante, and Venice. Early 
eighteenth-century confection pots made at Delft bear the 
pottery marks of the famous factories—De Drie Klokken, 
De Lampetkan, and De porceleyne Schotel. 

In the section devoted to “Lambeth” delftware pride: 
of place.goes to a rare polychrome pill slab bearing the 
full arms and motto of the Society of Apothecaries. Decor- 
ated in blue, the figure of Apollo stands over a serpent 
vert ; the supporters, two unicorns, and part of the crest, 
a rhinoceros, are in yellow. Another seventeenth-century 
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Fic. 1.—Pill slab with arms of the City of London and of the 
Apothecaries’ Company. Seventeenth century. 


Fic. 2.—Silver pomanders of the seventeenth century. 


The photographs reproduced have been kindly supplied by the 
Welicome Historical Medical Museum. 


pill slab, which is painted in blue on white, has the arms 
of the City of London as well as those of the Apothecaries’ 
‘Company (Fig. 1). The motto was taken by Camden from 
Ovid’s story of Apollo and Daphne: Inventum medicina 
meum est, opiferque per orbem dicor, et herbarum subiecta 
potentia nobis, (The art of medicine is my discovery. I am 
called Help-bringer throughout the world, and all the potency 
of herbs is given unto me.) : A 

Some early English ointment pots recovered from excava- 
tions as well as the characteristic blue and white “ Lambeth ” 


drug jars conclude the exhibit. Of the latter the most note-- 


worthy is a syrup jar, circa 1652, showing on the ends of 
the drug cartouche the design of a man smoking a pipe. 
Another rare specimen is dated 1664. A large eighteenth- 
century jar inscribed “ Mithridatum ” is of interest, as this 
anti-plague electuary is said to have been originated by King 
Mithridates VI of Pontus as an antidote against poisons 
and the bites of venomous animals. ; 


Pomanders 


In the seventeenth century silver pomanders (Fig. 2) were 
carried as prophylactics against infection and “ pestylente 
ayers.” The globular pomanders shown open out into six 
segment-shaped compartments, each with a sliding lid. 
These held the perfumed substances to be inhaled. The 
portraits engraved on the outside of the example shown 
on the left of Fig. 2 are those of English kings and 
queens. Ships, houses, and trees ornament the beautiful 
Dutch pomander at the foot of the illustration. (The sliding 
lids of this type are often incised with the names of the 
perfumes: rosemary, myrrh, amber, lavender, etc.) The 
flagon shape, containing a piece of sponge impregnated 
with the perfume or aromatic substance, is represented by 
the English specimen depicted on the right. 

Among the historical medical equipment shown is a rose- 
wood medicine chest formerly the property of Lord Nelson. 
it was kept in his cabin in the Victory. Visitors from the 
other side of the Atlantic will be interested to see a 
mahogany medicine chest which once belonged to George 
Washington. A beautiful mid-eighteenth-century specimen 
in Chippendale mahogany is believed to have been the 
property of the Duke of York, brother of George III. The 
contents, which are complete, include a funnel, strainer, 
dose-measurer, and scale pans, all of silver gilt. A smaller 
English chest of similar date, covered in black fish-skin, 
has the original six cut-glass bottles. The cup and funnel 
are of silver gilt. 


Forward to Chemotherapy 


From these picturesque relics we progress through the 
eighteenth century by easy stages—illuminated by portraits, 
manuscripts, and printed works of Linnaeus, Withering, 
Heberden, and a host of lesser giants—to the dawn of the 
exact sciences with their ever-increasing authority over 
modern therapeutics. Wéohler, Liebig, and Berthelot, who 
ushered in the era of organic synthesis, are represented 
by portraits, apparatus, and publications, while in Kekulé’s 


‘classic paper on the structure of benzene (conceived, we are 


told, on the top deck of a London bus) may be seen the 
origins of that esoteric hexagon which symbolizes the central 
framework of innumerable modern drugs, from sympatho- 
mimetics to sulphonamides. 

The section devoted to bacteriology and immunology dis- 
plays some interesting relics of Pasteur and some of his 
contemporaries, together with Calmette, Roux, von Behring, 
and an imposing line of other pioneers, from Loeffler to 
Schick, whose names have passed into the language of the 
bacteriological laboratory and clinic. 

The early history of chemotherapy, less rich in names 
than in achievements, hinges largely but inevitably upon 
the work of Ehrlich. The display includes a group of his 
original arsenjcal compounds, culminating in salvarsan, 
together with dyestuffs from his laboratory. 

Endocrinology is spanned by portraits of Brown-Séquard, 
Banting, and Best, and with Murray's original publication 
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(British Medical Journal, 1891, 2, 796) on the treatment 
of myxoedema with injections of thyroid extract. 

As a contrast to the historical subjects dealt with in the 
exhibition, a final section contains selected photographs of 
the plants used in the manufacture of modern apes 
substances. 


PRECAUTIONS AGAINST ANAESTHETIC 
EXPLOSIONS IN OPERATING 
THEATRES. 


Below we print the revised Memorandum 191 (Med.) 
received from the Ministry of Health. 


The risk of igniting an inflammable anaesthetic is tending 
to rise as electrical technique advances with increasing 
use of surgical diathermy. The matter has been under 
review, and it has been thought desirable to revise the 
previous Memorandum 191 (Med.) in the light of present- 
day practice. 


The Anaesthetic 


(a) Ether*—Air and Ether-Oxygen.—It should be empha- 
sized that a rich ether-oxygen mixture is more dangerous 
than a corresponding ether-air mixture, and a very small 
spark suffices to cause ignition. 

(b) Cyclopropane—This gas in all proportions com- 
monly used is inflammable and explosive. 

(c) Nitrous Oxide.—Although this gas is not itself inflam- 
mable, mixtures of ether vapour with air or oxygen are 
made not less, but even more, inflammable if nitrous oxide 
is added. 

(d) Ethyl Chloride.—This yields a vapour which forms an 
explosive mixture with air, and its use is dangerous in 
proximity to flames or apparatus likely to involve a spark 
or hot wires. 

(e) A.C.E. Mixture-——The ordinary A.C.E. mixture y 
yield an explosive mixture with air and presents dangers 
if used under the conditions mentioned in (d) above. 

(f) Ethylene-Oxygen.—With this mixture the explosion 
resulting from ignition is very destructive, and its use is 
therefore very rare. 


Choice of Anaesthetic 


Methods of anaesthesia which are available when explosion 
risks may be anticipated are: basal narcotics, intravenous 
anaesthetics, local analgesia, nitrous oxide, chloroform, and 
trichlorethylene. 

These may be uSed in their usual combinations and with 
oxygen. Chloroform is, however, not always advisable, and 
if local analgesia is impracticable the risk of ether may be 
minimized by limiting its administration to the induction of 
anaesthesia. After an interval sufficient to ensure that all 
ether vapour has been practically eliminated, the use of 
electrical apparatus is admissible, anaesthesia being main- 
tained with chloroform, trichlorethylene, or nitrous-oxide— 
oxygen. 

Risk of explosion may in general be lessened by the 
employment of a rigid closed-circuit method of admini- 
stration with carbon dioxide absorption. Under such condi- 
tions with a tightly fitting mask there should be no appreci- 
able escape of anaesthetic into the air, but electrical pre- 
cautions are nevertheless imperative. 

In cases where the cautery or surgical diathermy is in use 
in the airway, decomposition of chloroform or trichlor- 
ethylene may occur with the formation of highly toxic 
products: the use of these agents is therefore undesirable 
under such conditions. 

It should be recollected that ether peroxides occasionally 
form and are explosive. This danger may be reduced by 
frequent cleaning of the apparatus and the use of fresh 
ether. 

*The term “ether” includes diethyl ether, divinyl ether, and 
methyl propyl ether used with air and/or oxygen. 


Anaesthetic Apparatus 

The design of anaesthetic apparatus should be such that 
explosive mixtures cannot be delivered when the respective 
valve or tap is in the “ off” position. 

It has been established that ether-oxygen mixtures can 
ignite along a tube such as that employed in endotracheal 
administration or in conjunction: with a mask. If ignition 
occurs at the outlet, therefore, flame may reach the ether 
bottle, causing a burst with ejection of burning ether. 

Enclosed suction pumps should be so constructed that the 
exhaust delivery is outside the motor case ;, otherwise in 
nose and throat operations it is possible to suck in the air 
containing ether until concentration within the explosive 
limits is reached. Explosions have occurred as the result 
of the use of electrically operated machines designed to | 
produce pulmonary inflation during thoracic operations. 


Electrical Apparatus 


Surgical Diathermy—The use of surgical diathermy is 
inevitably attended by risk if an inflammable anaesthetic 
is used. The essential feature of this apparatus is the 
cutting arc or spark at the electrode, which is definitely 
capable of. igniting ether-air or ether-oxygen mixtures. 
Thus, a first precaution would be the removal of the ether 
bottle from the room. 

In surgical operations within the chest cavity, consulta- 
tion should take place between the surgeon and the anaes- 
thetist on the anaesthetic and the electrical apparatus to 
be employed with a view to reducing the risk of explosion 
to a minimum. 

The employment of a blanket or other form of screen 
between the patient’s head and the point of application of — 
the electrode is in no sense a safeguard. A further risk of 
ignition may arise from the spark gaps within the cabinet, 
and from the fact that the patient may be at an electrical 
potential, with consequent risk of sparking to the operator 
or other conducting bodies such as the table or anaesthetic 
apparatus. 

In some cases the electrical conditions, such as the design 
of the diathérmy set or the method of use, may result in 
slight shocks being experienced by the anaesthetist or others 
when touching the patient, and the contact between the 
patient and the operating-table, or other earthed metal, may 
result in superficial burns. The slight shock is usually due 
to a direct current component in the H.F. active circuit, 
and it may be eliminated by the addition of a small 
condenser (about 0.00025 »F) preferably fitted within the 
diathermy set, in series with the active lead terminal. 
Rubber sheeting under the patient, disposed in such a way 
as to prevent contact between the person and the frame of 
the operating-table, may be possible in many cases, except 
where arm- or leg-rests are necessarily used and introduce 
difficulty. Apart from the fact that superficial burns are 
injurious, the sparking which causes them may also be 
incendive, and where trouble of this kind is experienced 
it is desirable to bring it to the notice of the manufacturers 
of the diathermy set. 

X-ray Apparatus—Careful consideration of the electrical 
construction and method of connecting x-ray apparatus is 
essential if its use in the presence of an inflammable anaes- 
thetic is required. Sparking may occur in consequence of 
a defect in insulation, regulators, or plug and socket con- 
necters, the degree of danger depending on the ventilation 
and proximity to the patient. Special attention should 
therefore be given to the latter factors where an inflam- 


‘mable anaesthetic must be administered. * 


Surgical Lamps.—These instruments must, in general, be 
of small dimensions, a fact which has led to a form of 
construction which, comparatively, is not robust, and there- 
fore tends to become unreliable with use. Sparking may be 
caused by accidental short-circuiting of exposed terminals, 
or may occur in consequence of defects such as failure of 
insulation or intermittent contact, and also at switches, 
including those of the regulating type. Such sparking is 
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particularly dangerous in connexion with nose and throat 
operations where anaesthesia is maintained by ether—oxygen. 
It is very desirable that those concerned with the design, 
construction, maintenance, and use of surgical lamps should 
realize the explosion risk and endeavour to minimize it. 
The first two points are for the manufacturer, but the best 
designs may be rendered ineffective unless the maintenance 
is both careful and competent. Grave risk of electric shock 
and sparking is introduced by the arrangement of a surgical 
lamp, in conjunction with a regulating resistance, for direct 
connexion to a public supply mains. 

These considerations apply also to lamps intended for 
attachment to the surgeon’s head, and other forms of light 
projectors, the degree of risk depending on ventilation and 
distance from the point of administration (or leakage) of 
the anaesthetic. 

The danger of ignition is less when small low-voltage dry 
cells are used than when other forms of supply, such as 
accumulators, transformers, motor generators, and large dry 
cells are employed. In general, the voltage of the source 
of supply need not be appreciably more than that for which 
the lamp bulbs are rated, common values being 2.5, 2.7, 
and 3.5 volts. Circuits may be rendered safer by the addi- 
tion of a resistance at the source of supply to reduce the 
current to a non-incendive value. The following Table’ 
gives some indication of the values desirable: 


Direct Current Alternating Current 
Minimum Safe Minimum Safe 

Volts Limiting Resistance | Volts Limiting Resistance 
0-2 0-25 ohms 0-2 1-25 ohms 
2-4 2-4 6 ” 

46 46 1400 ., 

6-8 7-00 ° 6-8 25-00 ” 

8-12 8-13-5 5400 ,, 


Cauteries—In addition to the possibility of electrical 
sparking the heat of the cautery may in itself be sufficient 
to cause combustion of ether vapour. Ether-oxygen vapour 
will, under conditions quite compatible with those under 
which anaesthetists use such a mixture, ignite by contact 
with hot metal 300-350° C. below visible red heat. 

Motor-driven A pparatus.—Bone saws, drills, etc., are often 
connected direct to the mains. It should be realized that 
a breakdown of insulation may make the metal case “ live ” 
without the knowledge of an operating. surgeon who is 
protected by rubber gloves and boots. Under such condi- 
tions the patient may receivea fatal shock. The metal cases 
should be efficiently earthed, and a test to check this should 
always be made before use. Simple methods can be devised 
(see Diagram). . 

Sparking caused by breakdown of the flexible, or occur- 
ring at the motor commutator, may be incendive. Risk is 
lessened and reliability increased by the use of a transformer 
reducing the mains pressure to not more than 50 volts. 

General Electrical Installation —The Institution of Electri- 
cal Engineers specify a high level of electrical installation 
work which is accepted as standard practice in this country, 
and particular attention is drawn to their recommendations 
for earthing of installations where explosive atmosphere 
exists. 

The term “ general electrical installation ” includes wiring, 
lighting, and heating apparatus with the necessary switches 
for plug sockets. The risk of anaesthetic ignition, such as 
at a heater element or in consequence of a switch spark or 
a defect, is again dependent on the ventilation and situation. 
The risk is greatest in the immediate vicinity of the patient 
and anaesthetic carriage, but unforeseen contingencies, such 
as failure of normal ventilation or spillage of ether, may 
lead to inflammable concentrations at other points. The 
use of enclosed mercury-type tilting switches for the con- 
trol of all electrical apparatus in the operating suite is 
essential. When used to control socket outlets they should 


1The Electrical Ignition of Mixtures of Ether Vapour, Air and 
Oxygen, by Professor W. M. Thornton. 


be interlocked in such a way that the plug cannot be 
withdrawn until the switch is in the “ off” position. 

Electric fires of the high temperature radiant type should 
not be used. Fuse boxes should be external to the theatre. 

The failure of a flexible conductor connected to the mains 
supply either by breakage or short circuit will usually cause 
an incendive spark, and therefore no other than heavy duty 
tough-rubber-sheathed cable should be used. Use of long 
flexes, especially across the floor, is particularly unwise. 
Frequent examination of flexibles, especially at points of 
entry into plugs and appliances, is essential if they are to 
be kept in safe repair. 


appliance 
that 


lamp lights 


Earth connexion 
(conduit) 
Miniature bulb 
0.06-0.06A Fixed resistance 
im green panel tess than 10 ohms 
lamp fitting = ‘ito be secured in battery box 
+-- 
dry 
Socket 
Mains 
supply” 
Conduit 


In an operating theatre electrical safety depends largely 
on effective earthing of appliances ‘connected to the mains 
supply. A defect in, or breakage of, a current-carrying 
conductor in a three-core flexible will at once attract atten- 
tion because the appliance will not work. A discontinuous 
or otherwise ineffective earth wire does not, however, pre- 
vent the use of an electrical appliance, and thus, unless there 
is a reliable maintenance service, it goes undetected for an 
indefinite period. 

Visual examination by itself is unreliable and should be 
supplemented by continuity tests for earthing. The latter 
should not be made with an insulation test-set such as a 
megger. A heavy current (10 amps.) instrument should be 
used and applied in such a way that the test current traverses 
the whole path from the metalwork of a portable appliance 
to the hospital main earth, especially including the plug and 
socket contact. 

Electrical servicing and maintenance in an operating 
theatre can be reliable only if carried out by personnel 
possessing a knowledge of electrical risks, both as regards 


shock and incendivity, and equipped with suitable testing ‘ 


instruments. Testing should be regular, systematic, and 
designed essentially to prevent failure during operation. 
Static Electricity 

Under ordinary conditions there is sufficient humidity in 
the atmosphere of this country to prevent dangerous static 
electrification, but on days of exceptional dryness, particu- 
larly in theatres of which the mechanical ventilating plants 
do not embody means for humidifying the warmed and 
filtered air supply as may be necessary, the possibility of 
electrification, and consequently of sparking, is present. 
Insulated apparatus such as rubber-tyred patients’ trolleys 
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or portable anaesthetic equipments can be electrified in 
various ways, as, for instance, by drawing a dry blanket or 
towel across them. Such charges usually leak away after 
a few seconds, but discharge by sparking to the person or 
adjacent objects is capable of igniting ether-oxygen mixtures. 
When artificial humidification of the air is undesirable a 
leakage path should be provided by the use of conductive 
rubber tyres on a suitably conducting floor. It will then be 
necessary to measure the combined resistance of tyres and 
floor by a suitable instrument. Values between 10° and 
10° ohms should be aimed at.’ Too lew a resistance results 
in shock and fire risk. If too high the leakage required will 
not be sufficiently rapid to prevent a retention of charge. 
Similar considerations apply when conductive rubber gum 
boots’ are used to prevent personal electrification resulting 
from movement and “ scuffling” of the feet. 


General Notes - 


The first point for attention when risk of anaesthetic 
explosion is under consideration is the adequacy, or other- 
wise, of the ventilation.‘ It may be possible to devise local 
means of extracting air and vapour from the immediate 
vicinity of the patient which may considerably diminish 
general diffusion of anaesthetic vapour in the theatre, a 
point which, apart from reduction of explosion risk, may 
be of physical advantage to the surgical staff. 

It is advisable that ether and other inflammable substances 
should not be stored in large quantities, and so far as possible 
should be separate from general stores and not kept in 
operating theatres. 

Oxygen cylinders should on no account have any form of 
grease or oil on the valve mechanism. 


- 


Accidents 


The following brief accounts of accidents of recent 
occurrence in this country illustrate some of the dangers 
referred to: 


I. In the course of an operation for dilatation of a cancerous 
growth of the oesophagus with insertion of radium, and while 
the surgeon was withdrawing a small surgical lamp, an explosion 
occurred in the patient’s mouth and also at the anaesthetic 
apparatus, which burst into flames. The patient subsequently 
died. 


When the surgeon was about to begin the operation the oxygen 
stream through the ether bottle on the anaesthetic equipment was 
stopped by means of a tap, the latter being set to deliver 
‘chloroform and oxygen only. It was found, however, that a 
small quantity of ether may have been drawn from the open 
delivery side of the bottle to join the main current of oxygen 
and chloroform to the patient. 

II. While a portable anaesthetic equipment carried on a rubber- 
tyred vehicle was being pushed alongside a similarly tyred patient’s 
trolley, an explosion occurred resulting in injuries to the anaes- 
thetist and the patient. “The air supply to the anaesthetic room 
in which the explosion occurred was treated and delivered by 
a ventilating plant. Its humidity was very low in consequence 
of this treatment. It was afterwards found that the insulated 
trolleys could be readily electrified by sharp movements of 
blankets, etc. The possibility of electrification of the insulated 
vehicles has since been obviated by the provision of trolley chains, 
which have been found effective on a “ granolithic” or similar 
floor. 

Ill. A diathermy operation was in progress for carcinoma of 
the epiglottis. Anaesthesia was induced by chloroform (intra- 
tracheal), but during the course of the operation the anaesthetist 
thought it desirable to change to ether. An explosion occurred 
when the diathermy electrode was within the patient’s mouth. 
Some of those present were injured by flying glass, and -the 
patient subsequently died. 


2Draft British Standard C.M. (RUC) 8160—Methods of testin 
chectricalty conductive and anti-static rubber. (To be publish 
rtly. 
*Draft British Standard C.M. (RUC) 5524—Articles made from 
conductive and anti-static rubber. (To be published shortly.) 
*Ventilation—Changes of Air. See paragraphs 200 to 202 of 
the Ministry of Health Departmental Committee on the Cost of 
Hospitals and other Public Buildings, 1937, First Report—‘ The 
Acute General Hospital.” 


\ 


IV. During the course of a diathermy operation for the removal 
of a lung the pleura was accidentally perforated. Cyclopropane 
we being used as the anaesthetic and was ignited. The patient 

V. An explosion (cyclopropane) occurred during an operation 
just as thé anaesthetist was about to use the rebreathing device 
after administration of curare. The anaesthetic equipment was 
not of modern type and was mounted on a frame carried by non- 
conducting rubber-tyred wheels. By process of exclusion of other 
possible sources of ignition it was concluded that the carriage 
with associated metalwork acquired a static charge which caused 
an incendive spark. Conductive rubber tyres to these carriages 
are desirable and should be standard throughout the theatre suite. 


A PROVINCIAL BED BUREAU 


Since 1948 three bed bureaux have been in existence in the 
north-west part of the Sheffield Regional Hospital Board’s 
territory. These offices have been mainly responsible for 
centralizing the admission of patients to hospitals of the 
particular hospital management committee group they serve, 
but there has also been liaison between the individual 
bureaux, The bureaux at Chesterfield and Worksop have 
largely confined themselves to their own respective groups of 
hospitals, while the one at Mexborough has been responsible 
for three contiguous groups—namely, Rotherham and Mex- 
borough, Barnsley, and Doncaster. The Sheffield hospitals 
have been excluded from the sphere of these bed bureaux, 
although in cases of difficulty contact has been made with 
either the United Sheffield Group of Hospitals or with the 
regional board’s hospitals. 


New Central Bureau 


It is because of the restricted spheres of activity of these 
bureaux and of the absence of medical officers capable of 
enforcing admission that the service provided has hitherto 
not been entirely satisfactory. For these reasons the regional 
board has decided to set up a central bureau at the board’s 
headquarters in Sheffield. This central bureau will cover 
all the West Riding within the board’s territory and, in 
addition, the catchment areas of the Chesterfield and Work- 
sop Hospital Management Committee Graups. The popula- 
tion is computed at about 1,500,000, and the new bureau 
will be responsible for ‘an area with a radius of some 20 
miles around Sheffield. The board of governors of the 
teaching hospitals has indicated that such a bureau, opera-. 
ting under the supervision of the regional hospital board's 
medica! officers, would be acceptable to it. 

The following Table shows the towns to be covered by 
the bureau qnd their distance from Sheffield, and also the 
number of beds involved: 


Distance No. of 
from Sheffield General Beds 
Sheffield 1,217* 
Chesterfield 12 miles 189 
Rotherham 6 miles | 391 
Mexborough 11 miles { 
Worksop 17 miles 174 
Barnsley 14 miles 143 
Doncaster 18 miles 


384 
*including 726 teaching beds. 


The bureau will provide a 24-hour service. General 
practitioners will be asked to try to have their patients 
admitted, in the first instance, to the nearest hospital or 
to the hospital of their choice; if unsuccessful, they will 
telephone the bureau. It is expected that the bureau will 
come into operation in July, 1951, in accommodation now 
being prepared for the purpose, and the staff will receive 
the necessary training before the bureau opens. The present 
bureaux at Chesterfield, Worksop, and Mexborough will, 
if the local hospital management committees so desire, 
continue to function for the purpose of centralizing admis- 
sions within the respective groups. 
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THE FOUNDER: HIS PERSONALITY 
AND TIMES 


FIRST SIR CHARLES HASTINGS 
MEMORIAL LECTURE 


One of the principal events at the Sir Charles Hastings 
Memorial Festival at Worcester, reported in the Supple- 
ment (p. 229), was the delivery of a memorial lecture in 
the Guildhall by Dr. W. H. MCMENEMEY. The lecture was 
fully illustrated by lantern-slides. 

Dr. McMenemey began by giving a word picture of 
Hastings in his prime, in 1839, when he was 45 years of 
age, the leading physician in Worcestershire. At that time 
the Association which he had founded seven years earlier 
had far exceeded expectations. Its membership had reached 
over 1,000, and much had been accomplished, including 
contact with eminent practitioners in other countries. Its 
fame had reached London. Thus the Morning Herald of 
September 4, 1838, impressed by the democratic machinery, 
had already christened the annual meeting the parliament 
of the profession. Before 1832 the profession was dis- 
united, without discipline, and a theme for ridicule by the 
shallow wits of the day. Thomas Wakley was, it was true, 
exercising his reforming zeal in London, but Hastings in 
the provinces pursued a different method. His enthusiasm 
and ability were shown in the persuasion he employed to 
get men to work together. He won his way by diplomacy 
and friendly exhortation at general meetings and around 
convivial tables, and his ideals for his Association made a 
universal appeal. Apparently only four of his letters had 
survived. The lecturer felt that somewhere there must be 
others. He wished they could be found, also the early 
records of the Association ; it was inconceivable that they 
were all lost. 

He gave a brief outline of Hastings’s life. He was born in 
Ludlow, the ninth child of a family of fifteen, and the sixth 
son. His father died in 1856 in his 10ist year. Charles 
Hastings, after a brief spell in London at the anatomy 
schools, was elected house-surgeon at Worcester. Early in 
the autumn of 1815 he went to Edinburgh to continue his 
medical education. In Edinburgh, with his animated manner 
and cordial nature, he made many friends, but he did not 
hesitate to criticize the diet of the hospital patients and the 
state of the wards; telling the Scottish doctors, to their 
chagrin, that the standards at Worcester were higher. 
Presently his election as physician at Worcester took place 
unopposed, though he did not become senior physician until 
many years later. He arrived at the infirmary at the time 
of one of the periodical economy waves, the aftermath of 
the Napoleonic wars. 

In 1819 he presided at the Star and Garter Inn at the 
anniversary dinner of the Worcestershire Medical and 
Surgical Society. This Society was one of the earliest in 
the country. It was in existence in 1799, comparing with 
the date of Guy’s Society (1771) and the Royal Medical 
Society in Edinburgh (1737). No more was heard of this 
Society after 1831, and it seemed that Hastings became 
preoccupied with the important business of inaugurating 
the body which was to become the British Medical Associa- 
tion. In August, 1828, there appeared the first number of 
the Midland Medical and Surgical Reporter, printed at 
Worcester. It was published quarterly between 1828 and 
1832. The year 1831 saw the birth of the British Associa- 
tion for the Advancement of Science. Hastings stated that 
he had not known of this body when he formulated his plan 
for the British Medical Association, but he was present at the 
Oxford meeting of the British Association in October, 1832. 

The historic meeting which resulted in the founding of the 
British Medical Association was on July 19, 1832, in the 
board-room of the Royal Infirmary, when over 50 doctors 
attended. They repaired to a coffee house for dinner at 
six o’clock. The Association was criticized by the Lancet 
for the restriction in its title indicated by the word “ pro- 
vincial,” but the word remained in the title for another 
24 years, and it was only with reluctance that Hastings 


accepted the decision of the majority to abandon it. 


The lecturer showed a handbill which stated that in view 
of the cholera epidemic arrangements had been made for 
medical attendance upon the sick poor, for which purpose 
the town was divided into parochial districts, and two medi- 
cal practitioners were assigned to the care of each district. 
Hastings’s name appeared as one of the practitioners so 
assigned. 


The Medical Act, 1858, was to Hastings and his associates © 


a signal triumph. At the annual meeting of the Association 
in Edinburgh during that year a telegraphic dispatch was 
dramatically presented to Hastings and he read it to his 
colleagues, announcing that the Bill had been passed. 
Dr. McMenemey paid brief tribute to some of the men 
who helped Hastings in his struggle—Edward Barlow, 
Edward Johnstone, John Connolly, John Kidd, John Henry 
Walsh, editor of the Association’s Journal from 1849 to 
1853. 

Of Hastings himself it was said that he was tall, amiable, 
prepossessing, and walked with a limp. . The lecturer had 
encountered only one living person who had seen him— 
Mrs. Hastings Lloyd, who, as a Victorian girl of 10, naturally 
shy, was soon put at her ease by the great man. Ladies 
were not mentioned in connexion with B.M.A. meetings 
until 1860, when it was stated they were invited to a soirée 
at a meeting at Bath. In 1864 they were permitted to sit in 
the gallery. 

In Worcester Hastings played a full part in public life, 
and addressed meetings of his fellow citizens. His style was 
said to be fiorid and his voice rose to a crescendo: In 1839 
he was elected mayor in his absence, but, whilst expressing 
appreciation of the honour, he begged to decline it, because 
his health and strength were hardly adequate to the demands 
of his profession. He received a knighthood, an honorary 
doctorate, was made deputy lieutenant of the county, a 
corresponding member of the Massachusetts Medical Society, 
and a Crown nominee of the General Medical Council. His 
contributions to medical literature were varied and abundant, 
though his early experimental work had to be abandoned in 
view of the demands of general practice. In 1848 he contri- 
buted an article on “A Fatal Case of Diabetes, with 
Remarks.” In the field of public health he preached the 
importance of the family doctor. He was interested in local 
occupational diseases—those of leather-dressers, operatives 
in china works, and others. One of his papers was 
“Remarks on the Connexion between Abdominal Diseases 
and Chronic Meningitis.” He also contributed much to 
the study of the natural history of Worcestershire. 

In the summer of 1865 he went to the annual meeting of 
the Association at Leamington, accompanied by five of his 
Worcester colleagues. It occurred to him sadly that of those 
present at the inaugural meeting in 1832 he was now the 
only survivor attending. In his final words to the Associa- 
tion he spoke with gratitude of his associates in the early 
days, and declared that his own services were small in com- 
parison with those of the individuals who had surrounded 
him. The fact remained, nevertheless, that without him 
there would have been ne Association in 1832. His genial 
personality pervaded the whole body, and led an American 
observer to remark, “He seems to have the heart of your 


Society.” 


In the Maternity Report for the year 1949, just published 
by the Woolwich Group Alospital Management Committee, 
there is a reference to a useful method of achieving co- 
operation between the hospital and public health services. 
Each month the divisional medical officer, local clinical 
medical officers, midwives, and health visitors meet at thé 
British Hospital for Mothers and Babies in Woolwich. 


A review of the hospital's work for the month is given, ‘ 


including relevant information about patients admitted 
from the district. If there have been obstetric or paedi- 
atric difficulties in hospital the local health authority is 
informed before the patients return home. Once a month 
each clinical medical officer in turn goes to live in the 
hospital for a week-end in order to be familiar with its 
working. 
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Reports of Societies 


RHEUMATIC FEVER CLINICS 


Compulsory notification of rheumatic fever as the first step 
in the public health control of this disease has in the past 
been powerfully advocated by many, including the late 
Professor J. A. Ryle.* It was interesting, therefore, to learn 
from two speakers at the annual general meeting of the 
Epidemiology and State Medicine Section of the Royal 
Society of Medicine, on May 18, about areas where 
measures of control of this disease have already been in 
practice, 

Dr. LLYWELYN Roperts spoke about his experiences in 
Sheffield, which is one of the areas where rheumatic fever 
has been notifiable since 1947. During this time a total of 
357 cases have been notified, in 297 of which rheumatic fever 
was confirmed. In the first two years many of the notified 
cases had quiescent rheumatic heart disease. Since that 
time the emphasis had shifted to active rheumatic mani- 


festations. 
Social Background 

‘Notification has played a large part in a research pro- 
ject into the social background of rheumatic fever in the 
Sheffield area. The homes and social circumstances of 
notified children were investigated by a sanitary inspector 
and a health visitor. At the same time the domestic and 
social background of a control sample of the general child 
population of Sheffield was investigated in a similar manner. 
No particular social factors could be incriminated with 
certainty in the genesis of the rheumatic state. The inci- 
dence of the disease was the same in each income group, 
with the exception of the richest, and this exception was 
most probably due to failure in notifying cases in this class. 
Overcrowded homes and employment of the mother we 
two factors found slightly more often in the families of 
rheumatic children than in the control families. The high 
family incidence of rheumatic fever, especially ‘amongst 
female relatives, was again confirmed. 


Is Notification Worth While ? 

In an effort to find out whether notification was con- 
sidered of use, the general practitioners of Sheffield were. 
sent a questionary. Of those who answered it, more than 
one-third surprisingly said they had not seen a case of 
rheumatic fever in the past three years. The rest had 
mixed feelings about notification, but most thought that 
it was of some use, since it brought these children under 
long-term supervision. Professor R. A. ILLINGWorTH, of 
the Children’s Hospital Wnit at Sheffield, to whom all 
notified children are referred, also thought that notification 
had been worth while. Not only was there earlier treat- 
ment for some patients, but in many vaguely ill children 
a correct diagnosis was made (several cases of tuberculosis 
had been picked up in this way), and a proper assessment 
of the cardiac status prevented a good deal of unnecessary 


invalidism. 
Liberate the Child 

This last point was strongly emphasized by Dr. J. W. 
Brown, of Grimsby. One of the chief, uses of rheumatic 
fever clinics was to “liberate” the patient. Many children 
with innocent murmurs were released from restrictions, and 
many with only minor disease had been encouraged to regard 
themselves as normal. The child’s own feelings were the 
best guide to the amount of exercise he could take. The 
child’s illness was a reason for keeping him at school rather 
than at home, since in later life the handicapped child 
would have to work with his head rather than his hands, 
and would need his education even more than his fellows. 
In 20 years’ experience of supervising rheumatic children, 


Dr. Brown had never seen a rheumatic child who sent him- 


*Ryle, J. A. 61946). J.-R. sanit. Inst., 66, 277. . 
tKerley, P. (1949). Proc. roy. Soc. Med., 42, 1041. 


self into congestive cardiac failure by his own activity. 
Another valuable aspect of the rheumatic fever clinic was 
the assistance given in guiding the rheumatic child into a 
suitable occupation on leaving school. This and other 
aspects of the supervision of rheumatic children demanded 
a close personal relationship between the doctor and the 
families of his patients, in which the doctor must strive to 
get the child so to order his life that he could live within 
his limitations and, within those limitations, regard himself 
as normal. Rheumatic fever clinics should not be conducted 
from hospitals, since children attending at hospital very 
easily came to regard themselves as invalids. 


Incidence of Rheumatic Fever 

Dr. Brown had been supervising the rheumatic children 
discovered by school medical officers of Hull and Lincoln- 
shire during routine examination for many years before 
notification became compulsory. Even after this, however, 
he still found that most of the patients that came to him 
had not been notified. That notification of rheumatic fever 
was still only partially complete was indicated by several 
facts. Besides having seen for many years all known rheu- 
matic children in Hull, he also saw most of those young 
women who had been found to have heart disease at routine 
antenatal examinations. Few of the latter, even those with 
severe lesions, had been seen by him in childhood ; more- 
over, many of them had had no symptoms suggesting 
previous rheumatic fever. Mass miniature radiography had 
disclosed a rheumatic heart disease rate of about 4 per 1,000 
in the general population.t Dr. E. T. CONYBEARE quoted 
unpublished work by Dr. Alice Stewart which showed a 
history of rheumatic fever in 39.3 per 1,000 and an inci- 
dence of valvular heart disease of 14.1 per 1,000 amongst 
male recruits aged 17 to 45 examined by civilian medical 
boards. Some of these discrepancies might of course have 
been due to a decrease in the incidence or severity of 
rheumatic fever in the last 20 years. Such a decrease had 
been the clinical experience of Dr. Brown and others. In 
contrast, the rheumatic fever incidence in the notification 
areas had been only about 0.5 per 1,000, although Dr. ALLAN 
Drxon said that this rate did not hold good for the rural 
environment of the Canadian Red Cross Memorial Hospital 
Rheumatism Unit at Taplow, where the incidence had been 
about 2 per 1,000. In this case the nearness of a hospital 
specializing in the disease had perhaps made practitioners 
in the area more conscious of its early manifestations. 


Since the beginning of the National Health Service the 
part of the King Edward’s Hospital Fund income which 
was formerly devoted to maintenance grants to hospitals 
has been released for other purposes. Preparation and 
further training for various forms of hospital work are 
given a high place in these programmes. A staff college 
was opened in South Kensington in 1949 because the advan- 
tages of bringing together on a residential course nurses and 
sisters from different hospitals were realized. In the first 
year 71 students completed the 15-week junior course and 
19 the four-week senior course. The former course is open 
to all nurses who have had at least a year’s experience in 
hospital after qualifying, and the latter to ward sisters of 
at least five years’ standing. There is no charge for tuition, 
the whole cost’ of which is defrayed by the Fund, but 
students make a small refund for their maintenance. The 
main aims of the courses .are to help the ward sister with 
three problems: how to give her student nurses the best 
possible teaching: how to maintain easy staff relations ; 
and how to manage her ward with the maximum efficiency 
and minimum labour. The preparatory course consists of 
six weeks spent at the college for lectures, discussions, and 
practical demonstrations, four weeks’ practical work, and. 
two weeks’ discussion and consideration of the course. The 
senior course is based on the curriculum of the junior course, 
adapted to meet the needs of experienced sisters. The course 
is not a clinical one, as it is assumed that the students are- 
already competent to nurse their patients. 
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Correspondence 


Conservative Treatment of Peptic Ulcer 

Sik,—I read with great interest Mr. Davis Beattie’s account 
(May 5, p. 992) of his experiences with the conservative 
treatment of peptic ulcers. 

This method is in its infancy, the dangers and pitfalls 
are still being defined, and Mr. Davis Beattie does well to 
remind us of the special. danger of the anterior gastric 
perforation. Progress can come only from careful record- 
ing of technique, particularly where the method fails, in 
order to avoid repetition of mistakes. Mr. Beattie should 
not be discouraged: rather should he look to his technique. 
With regard to this I have three points to make: 


1. In my view continuous gastric suction by a machine will not 
do. This is all right when it works, but when it fails to empty 
the stomach the fact is not recognized until after a time-lag 
which may be fatal. Before it is realized what is amiss, leakage 
into the peritoneal cavity may have gone on for several hours, 
without any change in the patient’s condition, till the rising pulse 
points its fateful finger. It is indeed “ much easier from the 
nursing angle’ to contemplate this complicated apparatus at the 
bedside than to aspirate by hand, but this is precisely why it is 
unreliable. All my cases are aspirated by hand: a test drink 
is immediately recovered and a test injection down the tube is 
made to keep it clear and confirm its patency. If there is doubt 
the ward sister is informed. If-she fails, the resident is called 
and no one is content until the aspiration is complete once more. 

2. Mr. Beattie apparently makes no use of x-ray control] to 
ensure the efficacy of the aspiration. This is essential for two 
reasons. First it establishes for certain that the Ryle’s tube is 
where it is thought to be, right in the stomach. Many times 
we have confidently supposed a tube to be in the stomach, because 
injected fluid or even a test drink could be recovered, when all 
the time it has been resting above the cardia tightly closed by 
diaphragmatic rigidity, We have found at King George Hospital 
that there is no way of being certain of the lie of an indwelling 
gastric tube except by x-ray examination. Secondly, the x-ray 
picture, repeated at 12 and 36 hours, will show what is happen- 
ing inside the abdomen by the tell-tale layer of air under the 
diaphragm. If the ulcer is sealed it will slowly diminish in size; 
if not it will increase and operation is called for immediately. 
I suspect that if this had been done in Mr. Beattie’s fatal second 
case operation would not have been delayed for 48 hours. His 
successful eleventh case, where operation was done at 24 hours, 
supports this suggestion. My experience so far suggests that, 
apart from errors in technique in aspirating, non-sealing of a 
perforation is always associated with increased gas under the 
diaphragm and results from air-swallowing. Naturally this 
escapes more readily from a gastric than a duodenal perfora- 
tion, but the 12-hour x-ray picture detects at once what is happen- 
ing. If operation is then carried out without further delay, little 
danger is incurred, but after 48 hours the position may not be 
the same. 

3. I feel that Mr. Beattie’s routine of morphine 6-hourly is 
unwise. It must not be forgotten that the pain and rigidity are 
protective; they hold the stomach tight and motionless while 
the perforation seals. At King George Hospital we find morphine 
unnecessary, after the initial dose, because with efficient aspiration 
a patient’s spontaneous pain is already subsiding by six hours. 
If it is not subsiding we review the whole question of diagnosis, 
recheck the aspiration, take an x-ray earlier than the routine 12 
hours, and we may change over to operation if we are not 
satisfied. This mechanism must not be stifled by morphine. Only 
if we are sure that everything is well do we allow a sensitive 
Patient a further injection. 

Mr. Beattie has had a first experience, similar to ours. He 
has lost two cases who could not have been saved by any 
method, and two cases from failure of technique, including 
one old woman with the progressive peripheral failure 
described in the literature of operated as well as aspirated 
series. He has had more cases of failure of sealing of the 
perforation than we have and has detected this much later. 
Nevertheless, he has had five good cases in his list of 
successes, two 24-hour perforations, one each at 22 and 
21, and two at 18 hours. These may well have been serious 
cases. It is therefore necessary to concentrate on the pre- 
vention and early diagnosis of non-sealing of the ulcer. 
Clearly the method works well in the great majority of 


cases. The need is to use a technique that reveals at once 
the occasional case where it fails. In my view, aspiration 
by hand, x-ray control, and the withholding of morphine 
after the initial injection are the cardinal points of such a 
technique.—I am, etc., \ 

London, N.W.1. HERMON TAYLOR. 

Sir,—To assess the value of conservative treatment one 
needs a detailed comparison of a large series treated medi- 
cally with another series treated surgically. At the Central 
Middlesex Hospital my unit sees all the patients with acute 
perforation, and a detailed index card is kept to facilitate 
the collection of statistics. These records, together with the 
original notes if needed, and some clerical assistance are 
available for anyone wishing to compare their medically 
treated cases with our surgical series. By agreeing on defini- 
tions (for example, post-operative chest infection) an 
accurate comparison could be achieved. An analysis of our 
series was published in 1950 (British Medical Journal, 1, 211) 
and showed a remarkable drop in mortality in recent years. 
The present surgical mortality is now so low that I am 
doubtful if expectant treatment is justified excépt in young 
subjects with known duodenal ulcer; there is, increasing 
evidence that perforated gastric ulcers treated conservatively 
carry a high mortality. Some of these patients really need 
a partial gastrectomy, which can sometimes be done at the 
time of perforation. My own view is that acute perfora- 
tion of a peptic ulcer should be treated surgically with-the 
post-operative care supervised by the physician, and not 
treated medically in surgical wards—I am, etc., 
. Park Royal, N.W.10. F. Avery Jones. ; 


The Case for the Billroth I Gastrectomy 
Sm,—I was most interested in reading Mr. Brendan 
Hickey’s letter (April 14, p. 818) to know that he uses 
the Billroth I gastric resection for most peptic ulcers and 
that he is well satisfied with the results. Perhaps I may be 
allowed space in your columns to make some additional 
comments on the Billroth I operation. 


Billroth himself is reputed to have compared his two operations, 
saying, “‘ My heart draws to the Billroth I operation, my experience 
to the Biliroth II.” Since then some surgeons have tried the 
Billroth I resection but have given it up, some have used it 
selectively, and a few have regarded it as the better gastrectomy. 
Recently no less an authority than Sir James Walton has written 
in its favour (British Medical Journal, 1950, 1, 206), and other 
distinguished surgeons have practised it in this country, notably 
Professor Grey Turner, Professor Morley, and Sir Heneage 
Ogilvie. Yet, with gastrectomy becoming even more commonly 
used in the treatment of chronic ulcer and the operation itself 
tending towards inevitable standardization, surgical opinion 
appears to remain in substantial agreement with Billroth’s verdict. 


Does this mean that the Polya modification of the Billroth Tf. 


operation is in terms of safety and function a better operation. 
and is there no acknowledged place for the Billroth I operation in 
the surgical treatment of peptic ulcer ? 

I am at present reviewing nearly 100 Billroth I resections for 
chronic ulcer. We find that incidence of discomfort after meals 
is less and immediate recovery and convalescence smoother after 
this operation. Although this particular series is not a large one 
it leaves no doubt in my mind that the Billroth I gastrectomy is 
the operation of choice in all gastric ulcers (and to this group 
can be added growths of the body of the stomach). The ulcer 
sitting high on the lesser curve in no way alters the choice of 
operation, since gastro-duodenostomy can be performed without 
difficulty when almost the entire stomach has been removed. 
Sir James Walton has pointed out the paradox of “ the higher 
the resection in the Billroth I gastrectomy the easier the anasto- 
mosis” and has also given the anatomical explanation in the 
mobilizing effect of division of the left margin of the gastro-colic 
omentum. Division of the vasa brevia completes the mobiliza- 
tion of the greater curve and allows the gastric stump to be easily 
approximated to the duodenal stump in the high resection. 
Mobilization of the duodenal stump is likewise of cardinal 
importance in many cases, and is the sine qua non of the 
Billroth I resection for duodenal ulcer. . ; 

In the non-penetrating duodenal ulcer case with relatively 
mobile duodenum the Billroth I operation can be performed 
without any particular technical difficulties. Although the number 
of duodenal ulcers in my series is small compared with the number 
of gastric ulcers the results have been equally satisfactory. Like 
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Mr. Brendan Hickey, I have not encountered stomal ulceration, 
although as a precaution I have added vagotomy in the young 
man with the high resting juice. However, a relatively high 
incidence of this complication has been reported (Garnet Wright, 
Brit. J. Surg., 1935, 22, 433; Wells, C., and Brewer, A. C., ibid., 
1948, 35, 364), but the latter observers mention that it would 
not be fair to draw definite conclusions since a pylorectomy only 
was carried out in most cases. Here it is important to point 
out that our resections have been of the extent generally accepted 
in the Polya operation for duodenal ulcer and more precisely 
defined by the late Mr. Hedley Visick (Lancet, 1948, 1, 505, 551). 
I believe with Mr. Brendan Hickey that if the Billroth I 
gastrectomy is to be used for duodenal ulcer the amount of 
stomach removed must compare with the standard Polya resection. 
Unfortunately there is a tendency to curtail the necessary resec- 
tion for ease of anastomosis. The fallacy of this has been pointed 
out by Mr. Brendan Hickey. Since preparation of a satisfactory 
duodenal stump for anastomosis is an essential step in the Billroth 
I resection, the large penetrating duodenal ulcer may on occasions 
require that the operation is completed as a Polya gastrectomy. 
However, the change of operative plan involves no retrograde 
step, and with increasing experience of the surgery of the 
duodenum more large duodenal ulcers can be resected by the 
Billroth I gastrectomy. 

The chief criticisms of the Billroth I operation are that in 
the high gastric ulcer a high resection cannot be reconciled 
with gastro-duodenostomy, that in duodenal ulcer stomal 
ulceration is likely, and that stenosis is sometimes a compli- 
cation. Is it possible that these criticisms can be answered, 
the first by adequate mobilization, the second by adequate 
resection, and the third by precise tailoring and sewing so 
that bunching and gross inversion at the site of anastomosis 
are avoided ? Like Mr. Brendan Hickey, I believe that the 


. use and appreciation of the Billroth I gastrectomy can be 


extended with advantage in modern gastric surgery, particu- 
larly, in my Opinion, in gastric ulcer. Careful analyses of 
further series of Billroth I resections are required which 
can be studied in conjunction with similar series of Polya 


resections.—I am, etc., 
D. LANG STEVENSON. 


Ilford, Essex. 
Anaesthetics in Casualty 

Sir,—In the casualty departments of many hospitals 
anaesthesia has lagged behind advances in the main. 
theatres. Where nitrous oxide is used as the sole narcotic 
a blue struggling patient is common and the damage done 
is difficult to assess. To those interested in its improve- 
ment I venture to suggest the following postulates: 

(1) With N,O alone and normal oxygenation anaesthesia is 
usually impossible. 

(2) A “ gas” in Casualty means N,O plus anoxia. 

(3) Anoxia plays a large, possibly the greater, part. 

(4) Anoxia is undesirable. 

(5) Even in skilled hands N,O plus anoxia fails in a few and 
is inadequate in many cases. 

(6) Satisfactory anaesthesia can be achieved and anoxia 
avoided if some other narcotic is used with or instead of N,O. 

In the foregoing I define “anaesthesia” as coma deep 
enough to keep the patient still, and use “ anoxia” where 
some would prefer “ hypoxia.” 

If these things are so we should no longer practise or 
teach the use of anoxia. There are then two possible 
prescriptions : 

O, + N,O + one of the following: trilene, cyclopropane, 
vinesthene, thiopentone, pethidine, etc., or O, + cyclopropane, 
or other powerful agent. 

I have made a preliminary trial with considerable success 
in 150 out-patients using O2 + cyclopropane in equal quanti- 
ties. A large bag is filled with this fifty-fifty mixture and 
the flow of both gases stopped. There is a two-way valve 
between the bag and mask so that when the mask is applied 
to the patient’s face he is breathing air. The valve is then 
turned and he breathes in and out of the bag. At the same 
time a flow of 300 ml. of oxygen is started. With a little 
experience the anaesthetist knows how long before the end 
of the operation the mask should be lifted from the face 
so that the patient comes round without undue delay. 
Nausea sometimes follows, but. its incidence, duration, and 
severity are much reduced by giving a tablet of hyoscine 
(1/100 gr. or 0.6 mg.) by mouth half an hour or more 


beforehand. 1 have used this dose of hyoscine for patients 
between the ages of 4 and 83 without undesirable results. 
Perhaps “ dramamine,” “ avomine,” or some other motion- 
sickness remedy used prophylactically may be even more 
effective. 

-I believe that this method with cyclopropane is safer than 
the time-honoured one with nitrous oxide, and there is no 
anoxia. It is easily taught, more pleasant for the patient, 
and far more effective for the surgeon. Nevertheless, your 
readers may be able to suggest better ones, and it is for 
that purpose that I write this letter—I am, etc., 

London, S.E.1. J. G. Bourne. 


Operating Theatre Technicians 

Sir,—I endorse all that has been said in the British 
Medical Journal about the need for recognition and 
adequate payment of operating theatre technicians. As 
senior theatre sister at St. Thomas’s Hospital, with many 
years of experience, I find they are essential to the smooth 
working of a busy operating unit in a large hospital. 
Modernization of anaesthetic technique and _ constant 
variation in nursing personnel necessitate some perma- 
nence in skilled assistance for the theatre sister. This is 
adequately supplied by the grade of operating theatre 
technician—I am, etc., 

London, S.E.1. I. M. Nixon. 

Health Visitors’ Work 

Sir,—Professor A. G. Watkins’s account (May 12, p. 1075) 
of the Cardiff scheme of hospital health visiting, operated 
jointly by the United Cardiff Hospitals and the City Health 
Department, is of exceptional interest. The need to link 
up the work of hospitals with the services operating in the _ 
world outside is so great that experiments of different types 
and character to produce this are to be welcomed. This is 
certainly one of the subjects for which we are likely to find 
an answer by the well-established British practice of trial 
and error, and in the end no doubt there will be many 
different arrangements designed to meet the peculiar circum- 
stances of the area and the many varying types of hospital. 
Some account of similar experiments made in the West 
Riding was given in my last annual report (1949). 

The subject is one of exceptional complexity, and I do not 
intend to deal with it in any detail in this short note but 
only to ask Professor Watkins his views on two principles 
which to me seem fundamental to success whatever other 
variations of detail may be accepted. The first principle is 
that any individual discharged from hospital must pass to 
the care of the family doctor. We make it a rule that none 
of the health department staff do anything without first 
securing the consent of the general practitioner. If this is 
intended in the Cardiff scheme it is not very well expressed 
in the duties of the health visitor, which say, “ And, if need 
be, to contact the general practitioner in charge of the case.” 
The reader gets the impression, probably quite wrongly, 
that the health visitor is‘acting as a responsible agent of the 
hospital and not, as she should be in my view, as the right 
hand of the family doctor. 

The second principle is that health visiting (like general 
practice, of which it will increasingly form part) must be 
related to the total family ; it can no longer be regarded . 
as wholly satisfactory to consider the care and aftercare 
of individuals as such, but more properly as units in a family 
group. I should like to know what arrangements Professor 
Watkins is making to safeguard this principle. In the article 
it is, of course, emphasized that the hospital health visitor 
“as soon as she is satisfied that her attendance is no longer 
necessary ” passes the family “ on to the health visitor of the 
district.” This may or may not be the answer; there is a 
certain risk that the hospital health visitor will interpret this 
with a bias to her own continued visiting. In our schemes 
the hospital health visitor hands over to the health visitor 
of the area at or near to the time when the patient leaves 
hospital ; this goes some way to ensure that the child is con- 
sidered by the family health visitor and family doctor as part 
of the total family picture——I am, etc., 5 


C. FRASER BROCKINGTON, 


Wakefield. County Medical Officer. 
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Who Shall Decide Treatment ? 


Sir,—The letters of Mr, Keith Vartan (May 26, p. 1207) 
and Dr. J. N. Jackson (p. 1208) contain statements which 
are of value, but they appear to me to miss the main point 
of “ Obstetrician’s ” protest (May 12, p. 1083). This, surely, 


is the fundamental principle that the practitioner (whether | 


general or special) in whose hands the patient has placed 
him- or herself must have the final responsibility for treat- 
ment. In making his decisions about treatment the wise 
practitioner will take into consideration the opinions of 
learned bodies or individuals—if these are founded wisely 
on facts and not on prejudices—but he must rely chiefly 
upon his own experience and his knowledge of the whole 
circumstances of each patient’s case. 

The answer to the question, ““‘ How long should a woman 
stay in hospital ?”, must never be, “ Fourteen days,” or, 
“Until breast-feeding is firmly established,” or any other 

pre-determined rule, but, “ As long as the practitioner in 
decides is advisable. am, etc., 


Pontypool, Mon. 
Laboratory Facilities in General Practice 


Sir,-—It was with considerable interest that I read in the 
“Reports of Societies” (May 5, p. 1012) that a certain 
Dr. J. H. Hunt, in London, immediately after the second 
great war, returned to private practice and solved his own 
problem of the full investigation of his patients by equipping 
a small laboratory and obtaining the services of a skilled 
technician, and by installing an x-ray apparatus in a near-by 
cottage and obtaining the services of an expert radiographer. 
Such energy and enterprise call for nothing but praise and 
admiration. Not many general practitioners would have 
shown such enthusiasm and initiative even if they had had 
some of the apparatus to begin with. However, in fairness to 
the average general practitioner it should be mentioned that 
Dr. Hunt is not without the highest medical qualifications 
and knew what he was about. 

I am not going to suggest that every practitioner should 
emulate Dr. Hunt and install his apparatus without delay, 
even if he could afford it. Dr. Hunt’s set-up is quite 
obviously the ideal which very few practitioners can hope to 
achieve. What I do suggest is that it is high time that such 
laboratory and x-ray facilities were made available to general 
practitioners. These facilities could be made to serve many 
practitioners and could be provided by the State at a small 
fraction of the cost of health centres which we cannot hope 
to be able to afford to build for some years to come. One 
or two such “ diagnostic centres” could be made to serve 
a large town or a rural area: 

The main difficulties obviously lie, first, in persuading the 
Minister of Health of the necessity for such diagnostic 
centres (in spite of the present need for economy in the 
Health Service generally), and, secondly, in eradicating from 
the minds of the general public that stupid conception that 
the general practitioner is a doctor for minor ailments only 
and a signpost to the specialist for anything but the most 
trivial complaint. In other words the general practitioner 
is discouraged from trying to be a fully equipped physician ; 
he is little better off in equipment than the physician of 
fifty years ago. In many ways the general practitioner in 
Britain is out of date. Small wonder that the young prac- 
titioner fights shy of general practice (quite apart from the 
difficulties of entering general practice). Being in general 
practice may give the young doctor an inferiority complex 
which is specially marked when he meets his old colleagues 
who still hold hospital appointments at small salaries, hoping 
that soon something good in the shape of a senior appoint- 
ment will be theirs for the waiting, but avoiding general 
practice like the plague. What is this stigma which attaches 
itself to general practice? Or is it the long and often 
irregular hours of work which do not appeal? Let the 
doctor entering general practice be assured that the know- 
ledge he has acquired in his training will not be allowed to 
rust with disuse—allow his knowledge of laboratory tests, 
of microscope work, the reading of x-ray films and of 


A. 


electrocardiograms to be of immense value to himself ‘and 
possibly to his colleagues also. That is at least one way of 
raising the status of general practice. 

Many will say, no doubt, that we cannot settle such 
complex questions by merely providing general practitioners 
with laboratory and x-ray facilities. Perhaps not, but at all 
events it is, in my humble opinion, a step in the right 
direction. Moreover, it would relieve, at least to some 
extent, the chronically congested hospital out-patient depart- 
ments and would thereby effect simultaneously some 
economy in hospital services—I am, etc., 

Sheffield. C. B. AInscow. 


Paralytic Ileus after Hexamethonium 


Sir,—We also (May 26, p. 1205) would like to record a 
case which occurred recently. 


The patient, a woman aged 44, was suffering from chronic 
pyelonephritis and gross hypertension. Her blood pressure on 
admission was 250/130 mm. Hg. She had bilateral retinal 
changes, a very large heart, and gross impairment of renal 
function. Blood urea was 172 mg.%, and an intravenous pyelo- 
gram showed no excretion of the dye after three hours. Her 
main complaints were of headache, paroxysmal nocturnal 
dyspnoea, and dimness of vision. She gave no previous bowel 
history. It was in an effort to relieve the headaches and dyspnoeic 
attacks and to make her last days as comfortable as possible 
that a trial of hexamethonium bromide was decided on. 

An initial dosage of 100 mg. twice daily, orally, was given, rising 
to 750 mg. twice daily by the seventh day. Her blood pressure 
on the ninth day was 180/105 mm. Hg. On the second day of 
therapy her abdomen was found to be rather distended both 
centrally and in the flanks, and she complained of constipation 
and colicky central abdominal pain. The distension and pain 
increased and vomiting became a prominent feature. Oral 
administration of hexamethonium was stopped on the tenth day 
because of the vomiting, and intramuscular injections were given, 
commencing with 250 mg. daily and rising to 500 mg. daily. This 
dosage kept her blood pressure between 175/105 and 200/115 mm. 
Hg. Her abdomen remained grossly distended and she complained 
bitterly of the pain, but vomiting, although frequent, was never 
profuse. Rectal examination was negative, but a straight x-ray 
photograph of her abdomen on the 30th day showed grossly 
distended colon and multiple fluid levels. Hexamethonium 
therapy was then stopped. The distension gradually diminished, 
and although her abdomen never quite returned to normal 
dimensions she had much less discomfort. Bowel sounds had 
been persistently present at all times. 

At necropsy three weeks later the whole of the large intestine 
was markedly distended. The stomach and small intestine 
appeared normal and there was no apparent obstruction. The 
remaining ,findings were those of chronic pyelonephritis and 
hypertension with terminal bronchopneumonia. 


Although in this case the ileus was only an interesting 
finding in a dying patient, it would appear to be a real 
danger in using drugs of the hexamethonium series.—We 


are, etc., 
O. M. THOMAS. 
Salford. R. G. 


Sm,—The interesting and careful report (May 26, p. 1205) 
of a death after hexamethonium reported by W. A. Mackay 
and G. B. Shaw calls for a brief comment. In their final 
sentence, the statement, “a profound disturbance of the 
control of blood pressure and exchange of electrolytes,” 
would rather suggest that both these phenomena are directly 
due to the hexamethonium bromide. I would like to suggest 
that this conclusion is mistaken. My reasons for saying 


_this are based on the following facts, which are the result 


of the treatment of a very considerable number of patients 
by oral, intravenous, intramuscular, and subcutaneous 
administration of methonium compounds. 

We know that all methonium derivatives are very poorly 
and slowly absorbed when given by mouth. A liberal esti- 
mate would put the total amount of hexamethonium 
absorbed in the case recorded at 150 mg. daily, more prob- 
ably absorption of much less than this quantity in fact 
occurred. The large mass of our patients showed only about 
4-5% absorption, which would be about 75 mg. daily. 
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The rate of absorption from the gut is so slow that except 
in the presence of advanced kidney disease (and often not 
even then) it is extremely unlikely that this dose of drug 
had any effect at all on the blood pressure. 

The alimentary canal and the bladder both have ganglia, 
parasympathetic in derivation, situated in their muscular 
and connective tissue coats. The alimentary canal and the 
bladder both have a high concentration of hexamethonium 
compound in their lumen or cavity. We would therefore 
expect a failure of the emptying mechanism to occur in both 
these organs because of the local action of the methonium 
compound in blocking these ganglia. Paralytic ileus is the 
more likely to occur because of the very high concentration 
of the drug in the gut, and almost always it will follow oral 
administration of the drug because of the large doses used: 
it is not evidence of massive absorption of the drug. Reten- 
tion of urine is less likely to occur and might equally follow 
oral or other modes of administration. This is borne out by 
clinical experience. 

I would suggest that in the reported case the changes of 
blood pressure were in no way due to the drug, and from 
the figures quoted were no more profound than occurs in 
other patients not receiving methonium compound. The 
preterminal hypertension was not unexpected in view of the 
ileus and fluid loss involved, and I would finally suggest 
that the biochemical changes are no different from those 
occurring in any case of ileus, irrespective of its cause, and 
in no way directly related to the hexamethonium compound 
except that, if the bromide were used, the bromide ion would 
replace some of the chloride ion.—I am, etc., 


Romford, Essex. S. LOcKET. 


Sir,—We were interested to read the letter from Mr. W. A. 
Mackey and Dr. G. B. Shaw (May 26, p. 1205), reporting 
a death attributable to hexamethonium treatment. We would 
like to correct the statement, attributed to us, that in the 
fatal case which we reported (Lancet, 1951, 1, 585) death 
could be ascribed to “ paralytic ileus,” a phrase which did 
not appear in our letter. We stressed that the patient 
“entered an_ irreversible, progressive . . . hypotensive 
state” without any prior evidence of a cumulative thera- 
peutic effect. 

Since our previous report we have seen another death 
resulting from the administration of a methonium compound. 
An elderly woman was admitted to a surgical ward as a 
suspected case of intestinal obstruction: she was a known 
hypertensive who had been treated, without hospital control, 
by small doses of a pentamethonium product. Her vomiting 
settled rapidly, but hypotension persisted and death occurred 
48 hours after admission. 

We would like to draw attention to the fact that in both 
our cases and in that reported by Mackey and Shaw the 
vomitus was bright green in colour; this curious 
phenomenon may have some diagnostic value. It seems 
possible to us that cases of methonium poisoning are occur- 
ring in which the true nature of the condition. goes 
unrecognized. Unless specific inquiry is made into the 
question of previous drug treatment, the syndrome might 
well be regarded as a severe gastro-enteritis or an incom- 
plete intestinal obstruction, hypotension being attributed to 
“shock ” or dehydration. If hospital staffs are aware of the 
syndrome, diagnostic error may be avoided and effective 
therapy may be evolved.—We are, etc., 

Heme! Hempstead. C. Hirson. 

A. R. KELSALL. 


Enormous Ovarian Cyst 


Sir,—I was interested in Mr. V. B. Green-Armytage’s 
letter (May 19, p. 1145), and I venture to submit an 
Anteresting case of mine. 

A woman 86 years of age with a colossal cyst had been 
bedridden for 16 years, and the cyst had grown to a huge 
size. She refused operation because she thought it would 


kill her, and ther became so uncomfortable that she decided 
to have the operation in order that it would put her out 
of her trouble. She was really nothing more than a small 
woman attached to an enormous cyst. It had to be propped 
up on either side, and she was very attenuated. I decided 
to operate, and nade preparations. It was no good think- 
ing of a hospital or nursing-home, because the cyst was so big 
she could not be got through the door. I took an operating- 
table and intended to operate in her room, but when the 
operating-table was erected I found that, if she were put on 
it, to operate I would have to be somewhere near the electric 
light hanging from the ceiling, so the only thing to do was 
to do it on her bed. As in Mr. Green-Armytage’s cases, 
the operation presented no technical difficulties. The slow 
decompressing-tapping was performed and the fluid led into 
a zinc bath, which, as it got filled, was carried out into the 
bathroom and emptied. A careful count was made of the 
emptyings of this bath, and then a measurement was made 
of the amount of fluid that was put into the bath from time 
to time. It amounted’to 22 gallons (100 litres). She made a 
very steady recovery, but when she came out of the anaes- 
thetic she refused to believe that she was alive. She thought 
that she had died and was a disembodied spirit because she 
could not feel her body. However, this was got over, and 
shortly after I was able to take her out for her first ride 
in a motor-car. Her progress was steady, and she lived 
until she was 103. She became rather like Queen Victoria 
in appearance, for she put on weight, was round-faced, and 
was much looked up to by her friends. She was very proud 
of the royal telegrams that were sent to congratulate her 
on her age. She ended her life very happily, mainly being 
very well.—I am, etc., 
Newcastle-upon-Tyne. 


Kimmelstiel-Wilson Syndrome 


Sir,—I am indebted to Dr. G. F. M. Hall (May 19, p. 1144) 
for drawing attention to a misprint in my paper (April 28, 
p. 916). Group 1 (b) should read that Kimmelstiel—Wilson 
lesions are characterized by a pronounced degree of arteriolo- 
sclerosis affecting both the afferent and efferent arterioles. 
The illustration (Fig. 3) brings out this point. 

The distinction between arteriolosclerosis and arterio- 
sclerosis drawn by F. T. Bell (Renal Diseases, 1946, London) 
was followed throughout. The purpose of the subdivisions 
of Group 2 and Group 3 was to bring out this difference. 
Most people will agree that hypertension of sufficient dura- 
tion is almost always associated with a significant degree of 
renal arteriolosclerosis. However, I did not use the term 
“ chronic hypertension” which Dr. Hall has imputed to me. 
No attempt was made to show that renal arteriolosclerosis 


J. COLLINGWOOD STEWART. 


‘and renal arteriosclerosis fell into distinct clear-cut groups. 


It was found that those with Kimmelstiel-Wilson lesions did 
fall into a distinct group which could be clinically differen- 
tiated from other forms of renal disease.—I am, etc., 

London, W.12. I. C. GILLILAND. 


Congenital Abnormalities 


Sirn—I am distressed to read Mr. G. C. Gordon’s 
letter (May 5, p. 1018) containing unwarranted and ill- 
informed statements. He does gross injustice by misquoting 
me to begin with, and then adds insult to injury 
by asserting that I have been inaccurate. It should be 
obvious to everyone that the boot is on the wrong leg. For 
example, I stated in my. letter (March 31, p. 704), 


_“Mr. Gordon will be interested to know that localized 


deformities or ‘ distortions,’ as he would prefer to call them, 
can be induced in chickens with small doses of insulin (0.05 
to 1 [one and not six] unit) without any stunting of the 
general growth.” He says in his letter (May 5, p. 1018), 
“Subsequently he has denied this (March 31, p. 704), 
quoting the same dose of insulin (0.05 to 6 units). ‘» Have I 
really done so? Would Mr. Gordon kindly check it up and 
find out for himself who is in the wrong ? 
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Secondly, he has been unfair by omitting relevant parts 
of the two sentences he has quoted from my article (August 
12, 1950, pp. 385 and 389) and, worse still, by quoting them 
out of their contexts. Though it should have been obvious 
to anyone who has read the whole article that these two 
sentences deal with two different aspects of the subject and 
occur on two separate pages—namely, 385 and 389—yet 
Mr. Gordon does not explain their true contexts, as will be 
evident from the following quotation from his letter (May 5, 
p. 1018): “ He states (August 12, 1950, p. 385), ‘The growth 
of the embryo as a whole is retarded to a degree varying 
with the dose of insulin’ (dose 0.05 to 6 units), and, ‘ By 
employing this technique I have observed that there is not 
only very marked stunting of the cartilaginous skeleton in 
the insulin-treated chick embryos as compared with the 
controls ...’” In point of fact, the second part deals with 
the histological appearance seen in ‘ osteogenesis imperfecta ’ 


induced by high doses of insulin which, as I have already . 


mentioned, may result in stunted growth. If only 
Mr. Gordon had read the sentence which follows it 
(August 12, 1950, p. 389) he would not have pointed out 
an inaccuracy which existed only in his own imagination. 

I am simply amazed at the way in which Mr. Gordon 
tries to read between the lines and draws unwarranted 
inferences. For want of space I intend to refer only 
to one of several such examples I have come across in 
his letters. In my brief letter (March 31, p. 704) I have 
simply stated that localized deformities can be induced in 
chicks without any stunting of the general growth with small 
doses of insulin as well as with “similar” (small) doses of 
other substances such as “ synthalin,” certain sulphonamide 
compounds, thallium salts, and 3-acetyl pyridine. I have 
not so far made any reference to the possible mode of action 
of any of these substances other than insulin, as Mr. Gordon 
seems to have misconstrued. The proper course for him 
should have been to wait until the appropriate articles are 
published and then launch his attack, if any necessity should 
arise after reading them. I do hope at least hereafter he will 
be fair enough not to misquote me or quote mutilated 
sentences out of their contexts, and thus save a lot of 
unnecessary and unpleasant correspondence. 

He quotes J. W. Ballantyne, and refers to the work done in 
the nineteenth century by Camille Dareste (by the way, I 
would like to remind Mr. Gordon first of all that it is Dareste 
and not Lariste, as he has mentioned in his letter, and, 
secondly, Dareste “ used, almost solely, variations of tem- 
perature,” as his teratogenic agent) and Charles Féré, in 
order to substantiate his contentions. I wish to quote a few 
sentences from the very book (Antenatal Pathology and 
Hygiene—The Embryo. J. W. Ballantyne, Edinburgh, 1904) 
from which he seeks support for his arguments. Far from 
strengthening his statement, the following remarks of J. W. 


’ Ballantyne will prove conclusively to any impartial reader 


that “the reliability of his [Mr. Gordon’s and not mine] 
statement is further weakened.” 

(a) “ He [Camille Dareste] differentiated between hemi- 
terata in which the arrest of development was quite local 
and was due to a teratogenic cause of little intensity and the 
monstrosities proper in which it affected a whole region and 
was the result of a strong teratogenic influence” (p. 215) 
(my italics). 

(b) “ A conclusion of great value that followed upon the 
whole research [of Camille Dareste] was the similarity of 
the monstrosities met with in the chick and those found in 
the mammalian and especially in the human subject. In 
this fact Dareste found the germ of the hope that the causes 
active in the chick in teratogenesis might yet be found to 
apply also to the human subject, and this human tetralogy 
might likewise be elucidated ” (p. 216). 

(c) “Some substances which had a dystrophic effect in 
large doses had a eutrophic effect in small ones ; but in esti- 
mating such differences it was always well to bear in mind 
the individuality of the germ, so strongly insisted upon by 
Dareste as well as Féré” (p. 219) (my italics). 


Mr. Gordon reminds me of Rip van Winkle, because 
he would rather remain in the dark in company with 
the highly eulogized eggs of Féré in the nineteenth 
century than be enlightened by the incomparably more valu- 
able observations which have been made on experimental 
induction of congenital deformities not only in birds but also 
in mammals during the past decade. During my recent tour 
in the United States I was much impressed with some of the 
results which have already been achieved in certain research 
centres in the field of experimental causation of congenital 
abnormalities in mammals, and as most of these experiments 
are still in progress we may watch for equally valuable 
results in the near future. Personally, I was gratified to find 
that some of my observations on insulin-induced skeletal 
abnormalities in chick embryos have been paralleled in 
Cincinnati by H. Lichtenstein, G. Guest, and J. Warkany 
(unpublished work), who injected suitable doses of insulin 
into pregnant rats at certain periods during gestation and 
induced skeletal abnormalities in the offspring—I am, etc., 


Liverpool. P. K. DuRAISWAMI. 


Sir,—During the course of the present correspondence 
on congenital deformities I have confined myself to facts 
proved and written about over the past 70 years by many 
writers of considerable repute who counsel great care in 


the application to human development of the results of. 


gross experimental work on animals. I referred especially 
to that class of deformity which is probably the result of 
distortion of the normally growing foetus. 

The facts are incontrovertible and remain as stated. 

I have avoided so far as possible personal views and the 
personal approach and hope my letters have had some 
steadying effect. The mis-spelling of “ Dareste” was a 
typographical error, corrected by letter as soon as noted.— 


I am, etc., 
Sheffield. GAVIN C. GORDON. 


*," This correspondence is now closed.—Ep., B.M.J. 


In Praise of Breast Milk 


Sir,—For several years now I have carefully studied the 
faces, especially the jaws, of the Oxford and Cambridge 
— crews, and I think I can tell the winners before- 

d. 

My attention was first drawn to the subject in select- 
ing expectant mothers for antenatal exercises. The well- 
developed jaw and teeth seemed to be a guarantee of absence 
of rickets, the presence of a well-developed pelvis, and 
promise of a normal confinement. 

I put this down to breast-feeding by a healthy mother, 
and consider that fresh human milk gives not only normal 
physical development, but endurance, personal courage, and 
an unrivalled toughness of both body and brain never 
attained by the bottle-fed. If inquiry be made, outstanding 
athletes, boxers, runners, and footballers will be found to 
have been breast-fed—that is, on living human milk. 
Farmers and breeders of cattle or race horses know this 
well: the artificially fed lacks both spirit and endurance, 
and if a female makes but a poor mother whole races sink 
and go to the wall directly bottle-feeding becomes general. 
Did the bottle-fed ever win a campaign ? Our great leaders 
of the past were fed on fresh human milk (not necessarily 
their own mother’s milk), and it is endurance of mind and 
body one should look for in the adult. 

Much interesting matter presents itself for research. The 
rise and fall of whole communities due to the lack of out- 
standing leaders of men, the decrease in mental ability in 
a nation, the poverty of individual effort, the sheep-like 
following of any regime promising comfort and security, 
are typical of human life where growth and development 
depend on artificial means.—I am, etc., 


London, N.W.11. KATHLEEN VAUGHAN. 
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J: G. MARTIN, M.D. 


Dr. J. G. Martin, late honorary physician to King 
George V, died at his home in Liverpool on May 18, 
aged 76. 

John Graham Martin was born in Liverpool and 
educated at the Royal Institute and Liverpool Uni- 
versity College. He graduated M.B., Ch.B.(Vict.) in 
1896, proceeding to the M.D. of Liverpool University 
some years later. After working as a house-surgeon 
in the Liverpool Royal Infirmary he took the post of 
a ship surgeon, and then showed for the first time what 
was to prove to be his constant devotion to National 
Service by volunteering as a civil surgeon to the South 
African Field Force during the Boer War. For a short 
time he was a prisoner of war in the hands of the Boers. 
He received the South African Medal with four clasps. 
He returned to general practice in Liverpool, and, no 
doubt inspired by his earlier experiences, he joined the 
Volunteers and was appointed surgeon lieutenant to the 
2nd Volunteer Battalion of the King’s Liverpool Regi- 
ment. When the Territorial Army superseded the 
Volunteers this battalion was renamed the 6th Battalion, 
The King’s Liverpool Regiment—the Liverpool Rifles— 
a battalion of the highest standing and repute in the 
city. On the outbreak of the first world war he went 
to France with his battalion in 1914, serving then as a 
major. Those who were with him at that time will 
remember with special gratitude his work duting the 
first German gas attack on Ypres. His was the va wd 
regimental aid post actually in the town, being situa 

in the old casemates. Martin gave assistance to soldiers 
and civilians alike and saved many lives. Doubtless he 
would have wished to continue service with his regi- 
ment, but his abilities were recognized and he was called 
upon to become, first, acting D.A.D.M.S. 55th Division 
and then D.A.D.M.S. 5th Division. In 1917 he was 
appointed to command the 58th C.C.S. 

After the war, when the Territorial Army was 
re-formed, he became A.D.M.S. of the 55th (West 
Lancs) Division. He held this appointment .for eight 
years, working hard to rebuild the R.A.M.C. units of 
the Division, and he finally retired at the end of 1928. 
He had been awarded the Territorial Decoration, and 
in 1927 he was appointed honorary physician to King 
George V. The esteem and affection in which he was 
held by his brother officers were reflected in his appoint- 
ment in 1936 as honorary colonel of the R.A.M.C. units 
of the 55th (West Lancs) Division. He died after a 
long illness, and is survived by his wife and one son, 
Captain H. N. G. Graham Martin, whose service in 
the Regular Army was a source of great pride and 
pleasure to his father. 

A. A.G. writes: The details of Martin’s voluntary 
military service give measurable evidence of the devo- 
tion and worth of his work in that sphere, but there is 
no similar means of recording all that he achieved as 
a family doctor. Ee was indeed the trusted and beloved 
adviser of very many. His gift for friendship, his keen 
sense of humour, and his warmth of heart endeared him 
to all who came in contact with him. His patients and 
their relatives have good cause to recall with gratitude 
his close attention to all the details of medical care. 
His qualities were recognized by his colleagues, who 


elected him to the council of the Liverpool Medical 
Institution for two periods, to the vice-presidency in 
1929, and to life membership in 1946. 

Professor Charles Wells writes : Graham Martin was 
a man to whom life and service brought official responsi- 
bilities and public honour. It will, however, be as a 
family doctor that so many: of his old friends and 
patients will remember him. There is no rank and 
no seniority among medical practitioners, but it is fair 
to say that he was a doyen of general practice at a 
time when general practice itself was at its peak. He 
delighted in caring for his patients. His characteristics 
were kindliness, humour, shrewd wisdom, and a con- 
stant readiness to seek help and advice. In his last, 
long illness he always greeted his many visitors with a 
chuckle and a joke. He had always seen to the cheerful- 
ness of the sickrooms of others and there was nothing 
depressing about his own. He took pleasure in the 
happiness of his family and of others. His proper sense 
of enjoyment and fun abided with him to his last 
moments. They were of the essence of his spirit : no 
one can doubt that, indeed, he did delight in caring for 
his patents. 


W. C. SOMERVILLE-LARGE, M.B., F.R.C.S.I. 


Mr. W. C. Somerville-Large, senior honorary surgeon to 
the Adelaide Hospital, Dublin, died in Dublin on May 1. 

William Collis Somerville-Large studied medicine at 
Trinity College, Dublin, and graduated M.B., B.Chir., 
B.A.O. in 1925. He quickly made a name for himself ~ 
as a surgeon, and took the F.R.C.S.I. in 1927. His chief 
interest was in orthopaedic surgery, though foremost in 
his affection and loyalty came the Adelaide Hospital, to 
the staff of which he was elected early in his career. He 
was also on the staff of the Incorporated Orthopaedic 
Hospital of Ireland and of several children’s homes. 
During the second world war he served with distinction 
in the R.A.M.C. from 1940 onwards. In 1945 he was 
adviser in surgery to the Persian and Iraqi Forces. His 
contributions to the medical journals on the development _ 
of an orthopaedic service in Ireland were practical and 
full of sound sense. He was an examiner in the final 
fellowship examination of the Royal College of Surgeons 
of Ireland. 

Mr. Nigel Kinnear writes: Col Large was a man who 
made an immediate, strong, and lasting impression on 
all he met—particularly for his great physical and . 
mental energy. Allied to this was a marked personal 
charm and a violent abhorrence of anything sugges- 
tive of ostentation. It is no wonder that he was a 
leader and that he inspired affection and emulation. 
Students and nurses vied with each other to serve him. 


‘His work was characterized by critical clearheadedness 


and that slight ruthlessness which orthopaedics demand. 
His ward rounds were conducted at whirlwind speed, 
and they left a trail of laughing, refreshed, and encour- 
aged patients. He was readily capable of jerking a man 
out of self-pity or sullenness. 

Teaching delighted him. He was a good teacher, 
clear, dogmatic, and convincing. His teaching was . 
indeed so popular that the size of his classes necessi- 
tated their being held in the hospital board-room. 
Particularly good was his teaching of more senior 

pupils. He had that rare fortitude which enables the 
senior to assist the faltering junior without obtrusive- 
ness. Always he maintained his junior’s interest by 
pressing him on to something new and by never treat- 
ing him merely as a drudge to do the routine work. 
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Decided on a course of action, he proceeded bald- 
headed. In doing so he could be impatient, and what 
in Ireland we call “contrary.” I think he had early 
recognized that the man with singleness of purpose and 
no doubts is the man who gets things done. 

Large freely admitted that his Army career was 
complicated by the fact that he himself was “ un- 
Army.” The general necessity for formality and detail 
he well understood, but when it became apparently 
an end in itself he could not stomach it nor make the 
appearance of stomaching it. He refused the rank of 
brigadier, probably because he knew that it would 
divorce him from clinical work. Yet his ability, his 
enthusiasm, and his powers of leadership were well 
recognized. His energy was inexhaustible, and he re- 
joiced in the hardest manual labour. Despite a large con- 
sulting practice, carpentry, building, and ploughing kept 
him at the height of physical condition. While in 
Trinity he played in the first hockey XI and later for 
Three Rock Rovers, going on tours to England with 
the Buccaneers. Perhaps it was the sea’s challenge to 
his physical strength and endurance that made him so 
keen on ocean cruising. Yachting, and indeed all 
matters pertaining to boats, enthralled him. He could 
never resist a shipbreaker’s yard, and his home 
exhibited many of his “ finds.” 

He loved entertaining, as his friends loved his hospi- 
tality. Early in the nineteen-thirties Large bought a 
tiny sea-girt island in the estuary of the Kenmare river. 
Here he found his greatest interest and happiness. Here 
were his boats, his sea-fishing gear, and here he loved 
to entertain his friends, professional and otherwise, from 
all over the world. At all holiday periods he would 
rush off “to the island,” and, working there with his 


family, his brothers, and his friends, he transformed it 


into a place of real physical beauty and a source of deep 
unforgettable happiness to very many. Our deepest 
sympathy is extended to his widow and sons. 


G. M. STEPHEN, M.B. 


Dr. A. Beck writes: Dr. Stephen’s passing is felt as 
a deep personal loss by the whole staff of the Jaboratory 
in which he worked. His gentle kindness and wise 
counsel won him many friends. The courage with 
which he bore his physical incapacity aroused the 
sympathetic admiration of all who came in contact with 
him. It was characteristic of his personality that despite 
the limitations his illness imposed on him he continued 
to take an active part in the life of the laboratory until 
a few days before his death. He maintained to the end 
his gentle humour and his appreciation of the richer 
things of life. (An earlier obituary notice was published 
in the Journal of May 12.) 


Members of the Association who are old enough to have 
taken part in the stirring events connected with the National 
Health Insurance struggle of 1911-13 will hear with regret of 
the recent death of Dr. ALEXANDER CHARLES FARQUHARSON 
in London, aged 87. It is some years since he went into 
retirement, but the writer remembers him well as an attrac- 
tive personality of great energy and wide interests, not the 
least of which was his work for the British Medical Associa- 
tion. After a successful career as a student at Glasgow 
University, where he was one of the founders of the 
Students’ University Union and the Students’ Representa- 
tive Council, he took his M.B., C.M. (with commendation) 
in 1899, proceeding M.D. in 1891, and taking the B.Sc. in 


1894 and the D.P.H.(Cambridge) in 1890. He built up a 


large practice at Spennymoor, County Durham, and was 
for a time on the county council. A keen Territorial, as 
a major he was D.D.M.S. for Northern Command during 
the 1914-18 war. From 1918 to 1922 he was Liberal M.P. 
for North Leeds. After losing his seat he went back to 
practice for a few years. His Association record was an 
impressive one. He represented his Division in the Repre- 


sentative Body in 1906; and afterwards, from 1911 to 1921, ° 


except for one or two short intervals, he was a member of 
Council and did a full share of committee work. A good 
speaker, with wide experience of many kinds (he was a 
barrister-at-law of the Middle Temple) and possessing a fund 
of strong common sense, he was always heard with attention 
and was well liked by his colleagues.—A. C. 


Medical Notes in Parliament 


HOSPITAL FINANCE 
Unwieldy Centralization 


In the House of Lords on May 30 Lorp READING suggested 
an inquiry into the administration of the finances of National 
Health Service hospitals. He noted that Mr. Marquand 
had asked for suggestions for economies. There was no 
suggestion that the services rendered by hospitals should 
be reduced or that patients should be compelled to make 
greater financial contributions. He reminded the House 
that the Chancellor of the Exchequer in his recent Budget 
statement had declared there was no longer any source from 
which economies could be made. It was in the hope of 
being able to rescue Mr. Gaitskell from that attitude of 
defeatism that he thought the House should inquire into 
the working of the hospital services. It was possible that 
by a revision of the financial system substantial retrench- 
ment could be affected. The original 1951-2 estimate made 
for hospital and specialist services, which could not be dis- 
entangled, had soared to something like £285m. In the 
White Paper issued in 1946 on the National Health Ser- 
vice, regional boards and management committees had been 
promised a high degree of independence and as much 


financial freedom as general principles of Exchequer. 


responsibility made possible. It was now required that 
there should be estimates by individual hospitals, sub- 
mitted to the hospital management committee which was 
responsible for a group of hospitals. These estimates had 


-to be examined and revised by the committee, then by the 


regional board, and thereafter transmitted to the Ministry 
for further examination and ultimate approval with or 
without reduction. Each hospital had to prepare its 
financial estimate for the year under some 40 different 


headings in the early autumn, and it then made its way ~ 


by devious routes to the Ministry. In the following 
September, half-way through the financial year, a revised 
estimate had to be submitted under separate headings. 
Final approval of the account for the year was not 
given by the Ministry until a Statutory Order had taken 
place. 

Last year there had been refinements and additions to the 
requirements of the Ministry in this matter of estimates, 
A ceiling had been imposed on the amount which the hospi- 
tal service was to cost, with arbitrary reductions in esti- 
mates. It also brought a new procedure whereby every 
month accounts had to be submitted to the Ministry show- 
ing whether under any heading the original estimate was 
expected to be exceeded, and also showing what had been 
spent, what had been ordered, and what awaited payment 
and the appropriate estimate for that heading. One of the 
difficulties in dealing with hospital costs was that there was 
no uniform costing standard. 

Before the National Health Service started the Ministry of 
Health was not concerned with the economic aspect of hospi- 
tal administration. It was a burdensome and embarrassing 
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task for it to deal with a multiplicity of subdivided 
headings of accounts sent up by hospitals and to criticize 
the estimates submitted by those in daily charge of hospitals. 
He suggested there should be some interchange between the 
Ministry of Health and those responsible for day-to-day 
administration in hospitals, so that each could learn the 
problems confronting the other. Human nature being what 
it was, if hospital management committees knew that an 
estimate would be reduced they would start with a pre- 
cautionary inflation. Under the present system no allow- 
ance was made for changed circumstances. If a hospital 
found that it had to produce a bigger sum for wages or to 
take on more porters it had to make corresponding reduc- 
tions in other equally essential services. Allocation through 
the hospital group committee was one which covered all 
the hospitals in the group, and if one hospital succeeded in 
saving there was no guarantee that the money saved would 
be at its disposal. The result was that the money was 
filched from the saving hospital and thrown into a careless 
hospital. That was a serious defect of the system. At the 
end of the financial year any money saved had to go back 
to the Treasury. What happened was that hospitals which 
had money in hand towards the end of the financial year 
looked round for something to spend it on rather than hand 
it back to the Treasury. If the articles ordered were not 
delivered by the end of the financial year they could not be 


paid for out of the money saved and the hospital was 


burdened with this expenditure in the next financial year. 
The weakness of the whole existing system was that it was 
centralized, rigid, wasteful, and divorced the responsibility 
of those who paid out the money and of those who pro- 
vided it. It had departed a long way from the system 
outlined by the Minister in the early days of the scheme. 
Lord Reading remarked that the year-by-year planning -was 
one of the great difficulties and it was hard for a hospital 
to confine its programme to that period. Possible alterna- 
tives were_a block grant system such as had been estab- 
lished under the Local Government Act, 1929, or one over 
a period of years such as was now applied to universities, 
or some formula worked out on the cost of the individual 
treated as out-patient or as in-patient over a period of time. 
Lord AMULREE said he felt that it was right to impose 
some kind of ceiling on National Health Service expendi- 
ture. .Parliament must be careful, however, to make sure 
that the economies were genuine. Money could be saved 
by shutting down hospital wards or by cutting hospital 
staffs, but a second-rate service would result. He supported 
Lord Reading’s plea for an independent committee to inquife 
into the cost of hospital services. Lord Amulree quoted an 
assurance given in the House of Commons on May 1, 1946, 
by the Parliamentary Secretary to the Ministry of Health, 
who said there would not be central control over the detailed 
items of financial expenditure. So far as Lord Amulree 
could see there was now central control over financial 
expenditure. It was difficult to find a convenient yard- 
stick to cover all types of hospital. A teaching hospital in 
London would obviously require more money proportionally 
to its patients than would some small cottage hospital in 
the country. He felt it should be possible to decide the 
cost of in-patient and out-patient treatment in these various 
types and for each hospital to be paid a capitation fee. 
There was a good precedent for that in the capitation fee 
paid to general practitioners. Such a system would ensure 
that hospitals tried to achieve a reasonably quick turn-over 
of their beds. Block grants appeared to Lord Amulree to 
be a good way of financing hospitals, because they were 
subject to a five-year revision, making it possible to plan 
beyond March 31 of the current year. If a hospital had 
a longer period to think about its patients and what it 
required that would result in a more easily run service. 


Present System Justified 


Lord SHEPHERD said the Government welcomed the debate. 
There were few institutions where better arrangements were 
in force than in hospitals to govern the finances which had 


~. 


to be found by the taxpayers or by the customers. The 
Government had to administer the hospital service accord- 
ing to law. Much now complained of in the management 
of the hospitals was inevitable ; Parliament would not agree 
to any change which would allow great blocks of money to 
be voted without full knowledge of their purpose, and 
details given to the Chancellor and the Minister of Health 
must be great enough for them to be able to tell Parliament 
how much money was wanted. The Minister of Health 
best learned the views of the hospital authorities through 
the estimates they put before him year by year. In the 
discussion which followed they had the opportunity of 
winning over the Minister, but that could not be possible 
unless he had detailed information. 

The reason for hospital management committees having 
to give a record of receipts and expenditure for each previ- 
ous month was rearmament and the need for spending vast 
sums of money on it.- Parliament had therefore to find 
ways and means by which normal expenses could be kept 
down, and the hospital authorities had to take their share. 
The working of the priority system would be impossible if 
a block grant were applied for. He explained that balances 
existing at the end of the year in the hospital services were 
not balances of cash, and that if the full allocation was not 
spent it was not returned but merely lapsed. The present 
tendency to spend the balances was encouraged by regional 
boards and to some extent by the Minister, because prices 
were rising and the danger was that if expenditure was left 
until the following year they would be much higher. Lord 
Shepherd did not think that on the basis of the day’s 
speeches a case had been made out for appointing a 
committee of inquiry. In addition to the Public Accounts 
Committee, the Estimates Committee was now active in- 
investigating expenditure upon the hospital service, and 
provided the kind of investigation for which Lord Reading 
asked. 

He went on to deal with the question of a costing sys- 
tem. The Central Health Services Council had been much 
interested in this, on a bed basis. Departmental accounts 
based on the circumstances of individual hospitals would 
be prepared during the present year for 108 hospitals of 
different types controlled by four boards of governors and 
nine hospital management committees. The Government 
was finding out whether the costing system could be applied 
all round, but hospital conditions varied so much that a 
general system might not be practicable. 


Wards Used as Offices 


Lord Wess-JOHNSON was surprised that Lord Shepherd, 
representing the Government, should be so touchy about 
the anxiety expressed by Lord Reading. The impression 
that some of the colossal sum being spent was wasted should 
cause anxiety to those responsible for public funds. Lord 
Shepherd had not told the House that the King Edward’s 
Hospital Fund and the Nuffield Provincial Trust at an early 
stage in their investigations decided that a costing system 
was essential. The system must be. applied to departments, 
to dispensaries and wards, and to showing the difference in 
cost when any change was effected in administration er 
service. Both organizations had concluded that costs could 
be lowered and the service improved. There was a good 
deal to be said for having a ceiling and a good deal to be 
said for a quinquennial estimate. The running of the group 
hospital management committees required careful examina- 
tion. Every pound wasted in administration was taken away 
from the patient. Accommodation used for offices of 
hospital management committees was often suitable for 
patients. In some cases these committees with their 
administrative officers had been installed in what had been 
active wards, and in other cases new wards could not be 
opened because they were full of offices. Many patients 
who were anxious to pay for themselves could not 
to-day afford to do so because the charges in the private 
wings. were. based on general hospital costs, which were so 


high. 
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Lord Stamp said the cost of the large secretariat added 
to the expense of the Health Service. Safeguards to ensure 
wise spending could be provided by regular inspection of 
hospital accounts by Ministry officials. 

Lord HaDEN-GuEsT thought the whole debate would have 
been put more in perspective if Lord Reading ld made 
reference to the general medical practitioners’ service. If 
the hospital service was considered as the main feature of 
the health scheme a wrong impression was given. Lord 
Reading would remember that grotesque over-expenditure 
and bad conditions had been well known in many hospitals 
in the bad old days when there was no hospital centraliza- 
tion. Since the National Health Service came into existence 
remarkable results had been produced in the health condi- 
tions of the country. Whereas under the panel system 
20,000,000 people were entitled to receive medical aid. 
under the National Health Service there were 43,000,000. 
Women and children were going to doctors and hospitals, 
and their improved health had a marked effect on the 
national physique and expectation of life. Lord Reading 
had not mentioned the consultant service. The consultants 
who before the National Health Service were largely concen- 
trated in the towns were now spread over the regions. This 
was part of the planning carried out by the Ministry of 
Health and was replacing the planning of individual hospitals. 
Each hospital could plan a good deal more if it worked 
more closely with the Ministry through the hospital manage- 
ment committee and through the regional board. Lord 
Haden-Guest thought there was room for improvement in 
methods of administration and that some of its costs could 
be cut. Parliament would not be going in the righf direc- 
tion if it set up a committee to overhaul this very young 
system. The Nuffield and King Edward Trusts would do 
a useful service in their costing experiments. The Health 
Service did not exist to keep perfect accounts but to give 
the best service. 

Lord READING then withdrew his motion. 


Universities and Colleges 


UNIVERSITY OF CAMBRIDGE 


Sir Lionel Whitby, Master of Downing College and Regius 
Professor of Physic in the University, has been elected Vice- 
Chancellor of the University for 1951-2. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


Reciprocity of Primary examinations for the Fellowship has been 
arranged between the Royal College of Surgeons of England, the 
Royal College of Surgeons of Edinburgh, the Royal College of 
Surgeons in Ireland, and the Royal Faculty of Physicians and 
Surgeons of Glasgow. Reciprocity became effective from June 1, 
1951; that is to say, candidates who pass the Primary Fellowship 
examination of any one of the four corporations after that date 
will be permitted to proceed to the Final Fellowship examination 
of any of the four corporations, subject to complying with the 
regulations. A pass in the Primary Fellowship examination 
before June | does not entitle a candidate to the benefits of 
reciprocity. 


ROYAL COLLEGE. OF SURGEONS OF EDINBURGH 


At an extraordinary meeting of the College held on May 29, with 
Mr. W. Quarry Wood, President, in the chair, Sir Gordon 
Gordon-Taylor and Professor George Grey Turner were admitted 
Honorary Fellows of the College. 


UNIVERSITY GF LONDON 

A Special University Lecture in Medicine on “ Male Fertility ” 
will be delivered by Dr. Edmond J. Farris, Director of the Wistar 
Institute of Anatomy and Biology, Philadelphia, U.S.A., at the 
Westminster Medical School (Meyerstein Lecture Theatre), Horse- 
ferry Road, London, S.W., on Monday, June 18, at 5.30 p.m. 
The lecture is addressed to students of the University and to 
—_ interested in the subject. Admission is free, without 
icket. 


Vital Statistics 


Quarterly Report for Eire 

The birth rate during the fourth quarter of 1950 was 19.3 
per 1,000; this rate was 1.1 below the average for the five 
preceding. December quarters.° The infant mortality rate 
was 41 per 1,000 registered births compared with 58 in 
1949 and 50 in 1948. The general death rate was 12.2. 
being 0.1 above the rate for the preceding December 
quarter. 400 deaths were registered from pulmonary tuber- 
culosis and 91 from other forms of tuberculosis; these 
totals were 20 and 5, respectively, fewer than in the fourth 
quarter of 1949. Deaths from infectious diseases included 
55 from gastro-enteritis (under 2 years), 36 from influenza. 
11 from whooping-cough, and 10 from measles. Two deaths 
were attributed to diphtheria. 

For the whole year the birth rate was 21.0 per 1,000. 
being 0.4 below the rate for 1949. The infant mortality rate 
was 45 per 1,000 registered births compared with 51 in 1949 : 
the rate in 1950 was the lowest ever recorded in Eire.’ The 
general death rate was 12.6 per 1,000 and was 0.1 below 
the rate for 1949. 1,860 deaths were registered from 
respiratory tuberculosis and 493 from other forms of tuber- 
culosis ; these were, respectively, 251 and 47 fewer than in 
the preceding year. Deaths from the principal infectious 
diseases included 307 from influenza, 256 from gastro- 
enteritis (under 2 years), 60 from whooping-cough, 31 from 
measles, and 23 from acute poliomyelitis. Five deaths were 
recorded from diphtheria during the year. 


Week Ending May 26 
The notifications of infectious diseases in England 
and Wales during the week included: scarlet fever 933. 
whooping-cough, 3,002, diphtheria 43, measles 19,189. 
acute pneumonia 613, acute poliomyelitis 30, dysentery 
689, paratyphoid fever 15, and typhoid fever 5. Deaths 
from influenza in the great towns numbered 11. 


Census Population in Scotland 


According to provisional figures obtained by the Registrar- 
General for Scotland at the recent census, and given in a 
Parliamentary reply on May 30, the total population of 
Scotland is 5,095,969, of which 2,434,749 are males and 
2,661,220 are females. The population has increased 5.2% 
since 1931. The county with the largest increase since 
1931 is Kincardine, with a population increase of 18.8%. 
It is closely followed by Moray, with an increase of 
18.1%. The county with the largest decrease since 193! 
is Sutherland, whose population fell by 15.1% ; next to it 
comes Caithness with a fall of 11.5%. Among the burghs 
Dunfermline shows by far the largest increase since 1931 ; 
it is 27.5%. Next to it is the burgh of Inverness, with an 
increase of 19.4%. In only three of the 20 burghs has the 
population declined, the largest decrease being 5.1% in 


Clydebank. 
Smallpox Not Confirmed 


In the Journal of May 12 (p. 1089) it was reported that 
a student from Bombay had been admitted to the isolation 
hospital at Marseilles from s.s. Ranchi as a case of modified 
smallpox. The original diagnosis has not been confirmed 
and laboratory investigations have proved negative. 


Quarterly Report for Northern Ireland 

The birth rate during the third quarter of 1950 was 20.7 
per 1,000 and was 1.3 below the average of the five preceding 
September quarters. The infant mortality rate was 36 per 
1,000 registered births and was 9 below the average of the 
five preceding third quarters. The general death rate was 
9.4 per 1,000, being 0.4 below the five years’ average. 

Deaths from pulmonary tuberculosis numbered 108 and 
deaths from other forms of tuberculosis 34; these were 54 
and 14, respectively, below the ayerage for the third 
quarters of the five preceding years. Only 41 deaths were 
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attributed to the principal infectious diseases compared with 
an average of 92. Of the 41 deaths 30 were due to in- 


fluenza. No deaths were recorded from diphtheria. 


Infectious Diseases 

During the week ending May 19 the incidence of infec- 
tious diseases declined in England and Wales. The largest 
falls in the number of notifications were measles 1,548, 
whooping-cough 640, and dysentery 279. 

A small decline was recorded in the incidence of scarlet 
fever, but the only variation in the local trends of any size 
was a decrease of 30 in the number of notifications in 
Lancashire. The largest falls in the number of notifications 
of whooping-cough were Warwickshire 98, Kent 73, and 
Devonshire 47. The number of notifications of diphtheria 
was 7 fewer than in the preceding week ; a decrease of 3 
in Lancashire was the chief feature of the local returns. 
The largest falls in the notifications of measles were 
Buckinghamshire 208, Surrey 201, and London 180, while 
the largest rises were Devonshire 232, Sussex 166, and 
Suffolk 68. 

Four cases of acute poliomyelitis were reported in War- 
wickshire (Coventry C.B. 4) and in Kent (Chislehurst and 
Sidcup U.D. 2, Orpington U.D. 2). 

The notifications of dysentery were the lowest for 25 
weeks. The largest decline during the week was 94 in 
Lancashire. The largest returns were London 142, Lan- 
cashire 98, Middlesex 44, and Yorkshire West Riding 43. 

In Scotland an increase of 43 occurred in the number of 
notifications of acute primary pneumonia, due to a rise in 
the western area. 


Graphs of Infectious Diseases 

The graphs below show the uncorrected numbers of cases 
of certain diseases notified weekly in England and Wales. 
Highest and lowest figures reported during the nine years 
1942-50 are shown thus ------- , the figures» for 4951 
thus —————._ Except for the curves showing notifica- 
tions in 1951, the graphs were prepared at the Department 
of Medical Statistics and Epidemiology, London School of 
Hygiene and Tropical Medicine. 


AS 
f W 
a 
Wan 
° 
a 
54 
=z 
Lowest 1942-50 
0 4 6 20 44 $2 
- WEEKS 


PUERPERAL PYREXIA AND PUERPERAL FEVER 


Highesc 1942-50 


NUMBER OF CASES 


NUMBER OF CASES 


5000; 


oe 


NUMBER OF CASES 


w 
w 
< 
= 
> 
z 


"Highest 1942-50 
10000 


Lowest 1942-50 


‘ 


Highest 1942-50 


- 


Af 


4 6 2 6 20 24 2 32.360 40 44 48 S2 


Lowest 1942-50 


Highest 1942-50 


te 


WEEKS 


MEASLES 


WEEKS 


WEEKS 


A 


20 24 28 32 3% 40 44 48 52 


F 


— 
— 
MENINGOCOCCAL 
— INFECTION 
— 
— west 1942- 
4 i216 
, 
1951 
20 
= 
_ 
7000 
j 
DIPHTHERIA WHOOPING -couGH 
| 
: 
iy AA A A 
: 
a 
wa aé We 

44 48 «S82 6 20 4 3% 40 4 
WEEKS 


June 9, 1951 VITAL STATISTICS 1339 


INFECTIOUS DISEASES AND VITAL STATISTICS ; 
™“. pens bate a summary of Infectious Diseases and Vital Statistics in the British Isles for the week ending May 19 (No. 20). 
of notified cuses are fur: (u) Enyiaud and Wales (London included). (0) London (administrative county). (c) Northern Ireland 
% hag Eire, Figures of of births and deaths and of deuths recorded under each disease are for: (a) The 126 great towns in England an ales (London ete nny 
administrative county). (c) The 16 principal towns in Scotland. (d) The 10 principal towns in Northern Ireland. a The 13 principal towns ' 
in Bire. A dash — denotes no cases; a blank space denotes disease not notifiable or no return available. 
The table is based on information supplied by the Registrars-General of yg gas Wales, Scotland, Northern Ireland, and Eire, the Ministry of \ 
Health and Locai Government of Northern Ireland, and the Department of Health of 2 
1951 1950 "1942-50 England & Wales 
Di Week Ending May 19 - Corresponding Week Corresponding Week oo 
@ @ | | (c) | @) | ©) | Highest | Median | Lowest 
Dysntery .. ..  ..| 661 142, 109) 7 3 398) 33) 121)-—|] —] 120 55 
19) — 33,3] | 
Food-poisoning 62 6 4 69) . 
Infective enteritis or diarrhoea under ! 
2 years .. 12) 24 1 
Measles * .. |18,381] 701} 453) 240) 181] 8,828} 366} 688) 236) 2 14,126 | 8,478 | 2,355 
Meningococcal infection .. 39 — 37 2 155 57 34 
Ophthalmia neonatorum .. 295 — 13} — 56) 3 10 — 98 78 47 
Pneumonia, influenzal | 483) 30 15 594} 37 7 1,139] 612) 441 
Pneumonia, primary he 207 178 
Deaths 157} 21 | 4 6 
acute: ; \ 1 1 
jb ab asst ah at at at 2s 8 4 
Non-paralytic  .. 10, — } } S 
Puerperal pyrexial .. 12 3 | 132 70 
Scarlet fever .. 991; 73} 125) 18) 6 1,177 gi} 116 79) 5 1,748 1,177 | 1,028 
Deaths .. aa | 
(1) Tuberculosis, respiratory. 173| 30 187| 38 
(2) Tuberculosis, non-respiratory .. ) 33 7 53 6 
20 12 4 
Paratyphoid fever ..  .... 10, — 133 —| — 
Whooping-cough .. | 2,556] 122) 425 59} 421 3,237] 176) 388) 40). 59} 3,237 2,453 | 1,068 
Deaths 5s} — 73 — 1 4 — 1 1 
Deaths year) .. ..  ..| 237] 35] 34 «2281 12] 3) 413 | 328 | = 
Deaths (excluding stillbirths) .. | 4,502} 688) 596) 1 195} 4, 1 218} 4,604) 4,445 4,077 
Annual death rate (per 1,000 
persons living) 12 12-1 
Live births .. 7,674) 1,282) 1, 385] 7,651)1,262} 937) 21 10,140 | 7,729 | 6,142 
: Annual rate per 1,000 persons livi 20-4 18:8) r 
Stillbirths 182} 23 1 31 270} 221 186 
Rate per 1 ,000 total births (includ- ' q 
ing stillborn) 
~~ * Measles not notifiable in Scotland Py returns are approximate. ¢ Includes primary form for d and Wales, London, and N. Ireland. § The number i 
ar) of dea is for England Wales, and Lon admi , are combined. poerper: 
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Conference of Prison Medical Officers 

The annual conference was held at the Home Office on 
May 25. It was opened by Mr. L. W. Fox, chairman of the 
Prison Commission, and at the morning session Dr. Charles 
Newman, dean of the London Postgraduate Medical School, 
gave an address on “ Advances in Medical Treatment.” In 
the afternoon papers were read on the following subjects: 
“ Some Difficult Borstal Boys,” by Dr. J. L. Brown ; “ Some 
Observations on the Recidivist at Parkhurst,” by Dr. Ian 
Angus; and “ Drunkenness as a Defence to a Charge of 
Murder,” by Dr. J. C. MclI. Matheson. 


Churches’ Council of Healing 

A series of lunch-time addresses between May 17 and 
September 27 have been arranged by the Churches’ Council 
of Healing in connexion with the Festival of Britain at 
St. John’s, Waterloo Road, S.E.1. It is hoped to interest over- 
seas visitors and make the movement more widely known in 
this country. The council and the British Medical Associa- 
tion want to secure fuller co-operation between those engaged 
in the spiritual and medical aspects of healing. The first 
speaker was the Bishop of Ely, who spoke of the ministry 
of healing practised within the Church to-day; Dr. E. E. 
Claxton, an assistant secretary of the B.M.A. and a mem- 
ber of the council, will give a talk on June 23 on the 
“ Highest Possible Level of Health.” Other speakers will be 
Dr. Burnett Rae, a psychiatrist and vice-chairman of the 
council, Godfrey Mowatt, J.P., and the Rev. J. Crowlesmith. 
Details may be had from the Church Information Board, 
Church House, Dean’s Yard, Westminster, S.W.1. 


Dedication of the Barclay Room 

Many friends of the late Dr. A. E. Barclay attended the 
British Institute of Radiology on May 17, when a ceremony 
was held to dedicate a room in the Institute to his memory. 
Mrs. Barclay was present. The president, Dr. Richard 
Fawcitt, opened the proceedings, and a speech was made 
by Brigadier D. B. McGrigor. Mrs. Barclay, escorted by 
the president, then went to the Barclay Room, which she 
unlocked with a gilt key. After unveiling a portrait of 
Dr. Barclay, Mrs. Barclay thanked the president, Brigadier 
McGrigor, and members for this expression of their affec- 
tion and regard for her late husband. 


COMING EVENTS 

Festival Lecture 

The title of the Festival Lecture, which Sir Henry Dale 
will give at 6.30 p.m. on June 20 in the Great Hall of B.M.A. 
House, Tavistock Square, London, W.C.1, will be “ Medicine 
Yesterday and To-morrow.” Admission will be by ticket. 
obtainable from the Public Relations Officer, B.M.A. House. 


Festival Scientific Meetings 
There is still accommodation available for the following 
meetings : 


Date and Time Subject 
Monday, June 11, 2.30 p.m... Ophthalmology 
Tuesday, June 12, 10.30 a.m. Plastic Surgery 


The Decline of Infant Mortality 

Orthopaedics 

The Diagnosis and Management 
of Early Mental Disorders 

Tropical Medicine 

Reactions in General Practice to 


Tuesday, June 19, 10 a.m. .. 
Friday, June 22, 2.15 p.m. .. 
Tuesday, June 26, 10 a.m. .. 


Tuesday, June 26, 4.30 p.m. .. 
Wednesday, June 27, 10 a.m. 
Scientific Advances 


Wednesday, June 27, 4.30 p.m. Epidemiology 
Monday, July 9, 4 p.m. . Odontology 

Members wishing to obtain tickets for any of the above 
meetings are advised to apply as early as possible to the 
joint secretary of symposia, B.M.A. House, Tavistock 
Square, London, W.C.1. All’ other symposia are full (for 
programme see Journal, June 2, p. 1277). 


_ Benjamin Ward Richardson Lecture 


“The Report of the Interdepartmental Committee on the 
Inspection of Meat” will be the subject of the Benjamin 
Ward Richardson Lecture to be given by Mr. G. R. Oake, 
chairman of the Interdepartmental Committee on the Inspec- 
tion of Meat, at the Royal Sanitary Institute on June 20 at 
sg = Sir Wilson Jameson (vice-president) will be in 

e chair. 


Course in Medical Teaching 

The Postgraduate Medical School of London is arranging 
a conference-course in teaching methods for postgraduates 
of the School, where the course will take place on June 22 
and 23, from 9.30 a.m. to 3.30 p.m. On the first day talks will 
be given on “ The Aim and Intention of the Medical Teacher,” 
“The Technique of the Formal Lecture,” “ The Technique 
of the Lecture-Demonstration,” and “The Technique of 
Bedside Instruction.” The subjects for the following day 
will be “The Contribution of the Younger Teacher to 
Medical Education,” “The Teaching of Clinical Methods,” 
“The Technique of Teaching in the Out-patient Depart- 
ment,” “Pictorial Teaching,” and “The Introduction of 
Young Graduates to Research.” Admission will be by 
ticket only, and application should be made to the secre- 
tary, Postgraduate Medical School, Ducane Road, London, 
W.12. 


Medical Association for the Prevention of War 

A general meeting of the association, following the meet- 
ing already reported (April 7, p. 769), will be held in the 
Lecture Hall of the Royal College of Surgeons, Lincoln’s Inn 
Fields, W.C.2, to-day, June 8, at 8.30 p.m. for the discussion 
and adoption of the rules and policy and for the election of 
officers. Until the next general meeting has taken place 
there can be no official membership, but doctors who are 
interested are invited to write to the acting secretary, 
Dr. Richard Doll, 24, Lansdowne Road, London, W.11. 


SOCIETIES AND LECTURES 


A fee is charged or a ticket is required for attending lectures 
marked @. Application should be made first to the institution 


con 
Monday 

EDINBURGH UNIVERSITY.—At Physiology Class Room, June 11, 

5 p.m., “ The Specialist Centrifuge,” by Dr. Douglas Guthrie. 


Tuesday 

@INSTITUTE OF DeERMATOLOGY, Lisle Street Leicester Square, 
London, W.C.—June Om, Sex Hormones in 
Dermatology.” ‘by Dr. D. I. Williams. 

[INSTITUTE OF NEUROLOGY, National Hos pa, Queen Sq 
London, W.C.—June 12, 5 p.m editary Peardioghs 
Diseases Associated with Certain »” by Professor 
Torsten Sjégren (Stockholm). 

RoyaL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
London, W.C.—June 12, 5 p.m., “ The Lymphatic System (a 
film),” Arris and Gale Lecture by Professor J. M. Yoffey. 

St. Mary’s Hospitat Mepicat ScHOOL: WriGHT-FLEMING 
INSTITUTE OF MICROBIOLOGY, Paddington, London, W.—June 
12, 5 -- “ Susceptibility ‘and Immunity in Tuberculosis,” 
Almrot Wright Lecture by Dr. P. M. D’ Hart. 

West FOR Nervous DISEASES, Marylebone 
Lane, London, W.—June 12, 2.30 p.m., “ Radiclogical Tech- 
r+ me ml clinical demonstration in neurology by Dr. Dou 

ordon. 

@West Lonpon HospiraL MEDICAL —At 11, Chandos 
Street, London, W., June a po Outstanding 
Problems of Burns and Scalds,”’ Fourth lex. Sim 
Memorial Lecture by Dr. Leonard Colebrook, F.R. 


Wednesday 
@INSTITUTE OF a ee Lisle Street, Leicester 
London, W.C.—June 13 Medical Mycology— 


Trichophyton Infections,” he 
INSTITUTE OF Denmark Hill, 
~~ , “The Heredity of Pick’s 


Square, 


London, S.E.—June 
Disease and other Be nditions,”’ by Professor Torsten 
Siégren (Stockholm). 

Lonpvon UNniversity.—At University College (Anatomy Theatre), 
Gower Street, W.C., June 13, 5.30 p.m., “ Origin and Early 
Evolution of the imates,”’ Special Lecture in 
Human Anatomy and Morphology b . G. Simpson 
(American Museum of Natural 
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RoyaL_ Sanrrary Institute, 90, Buckingham Palace Road, 
London, S.W.—June 13, 2.30 p.m., discussion: ‘‘ Planning for 
the Care of the Aged and Chronic Sick,” to be opened by 
D. A. Goldfinch, Dip.T.P.(Leeds), F.R.1.B.A. 


Thursday 

CHADWICK Trust.—At Chelsea Physic Garden, Swan Walk, 
Chelsea, London, S.W., June 14, 4 p.m., “ The Capacity of 
Vegetation to Support Human Population,’’ Chadwick Public 
Lecture by Professor T. A. Bennet-Clark, F.R.S. 

DurHAM UNIversity.—At Royal Victoria Newcastle- 
upon-Tyne, June 14, 5.15 ae “ Carcinoma of the Stomach,” 
by Professor Warren H. Cole (University of Illinois). 

EDINBURGH UNIVERSITY, University New Buildings (Anatomy 
Theatre), Teviot Place, Edinburgh.—June 14, 5 p.m., “ Retinal 
Changes in Hypertension,” Honyman Gillespie Lecture by 
Dr. John Macaskill. 

@INsTITUTE OF DerMaTOLoGy, Lisle Street, Leicester Square, 
London, W.C.—June 14, 5 p.m., “ Systemic Lupus Erythe- 
matosus,” by Dr. S. C. Gold. ‘ 

LonpDoN JewisH HospitaL Mepicat Society.—At London Jewish 
Hospital, Stepney Green, London, E., June 14, 3 p.m., annual 
general meeting. 

RoyaL COLLEGE OF PHYSICIANS OF LONDON, Pall Mall East, S.W. 
—June 14, 5 p.m., “ Pulmonary Tuberculosis in Young Adults: 
Observations on Minimal Lesions Revealed by Routine Radio- 
graphy,” Mitchell Lecture by Dr. W. E. Lloyd. : 

RoyaL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
London, W.C.—June 14, 3 pm, “ ery of Orbital 
Tumours,” Ophthalmology Lecture Mr. Harvey Jackson; 
5 p.m., “Emergency Surgery of the Abdomen,’’ Surgery 
oe by Dr. Henry Cave (President, American College of 

urgeons). 

@Royat Socrety, Burlington House, Piccadilly, London, W.— 
June i4, 4.30 p.m., “ Some Researches on the Physical 
Chemistry of Bacterial Cells.” by Sir Cyril Hinshelwood, F.R.S. 

St. Georce’s Hospirat Mepicat Hyde Park Corner, 
London, S.W.—June 14, 4.30 p.m., “ Psychiatry,” lecture- 
demonstration by Sir Paul Mallinson. : 

Untversiry COLLEGE: DEPARTMENT OF BIOCHEMISTRY, Physiology 
Theatre, Gower Street, London, W.C.—June 14, 4.45 p.m.. 
“ Biological a Concerning Carbohvdrate Radicles,” 
last of four public lectures by D. J. Bell, Ph.D., Sc.D., F.R.L.C. 


Friday 

EDINBURGH University.—At Surgery Lecture Theatre, University 
New Buildings, ney June 15, 5 p.m., “ Electrolyte 
Imbalance in Surgery,” Macarthur Postgraduate Lecture by 
Professor Warren H. Cole eet of Illinois). 

INSTITUTE OF DerRMATOLOGY. Lisle Street, Leicester Square, 
London, W.C.—June 15, 5.30 p.m., clinical demonstration by 
Dr. S. Thomson. 

UNIVERSITY COLLEGE, Aaateay, Theatre, Gower Street, London, 
W.C.—June 15, 5.15 p.m., “ The Naples Zoological Station and 
its Work,” public lecture by Professor R. Dohrn (Naples 
Zoological Station). 

Saturday 


BIOCHEMICAL Society.—At Department of Physiology, the 
Medical School, Hospital Centre, Birmingham, June 16, 
1.45 p.m., 298th meeting. Scientific papers will be read. 

RoyaL Sanitary Institute.—At Minor City Hall, Armagh, 
Northern Ireland, June 16, 10 a.m., joint meeting with Northern 
Ireland Branch of Society of Medical Officers of Health. 
Papers: “‘ The Housing Problem from the Medical Point of 
View,” by Dr. John McLaughlin; “ Procedure Under the 
Planning and Housing Act (N.1.) 1931,” by Mr. W. E. Weir; 
“ Rural Housing with Special Reference to Sewage Disposal,” 
by Mr. K. H. Lynas. Afternoon visit. 


BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 
Blair.—On May 27, 1951, at Wolverhampton, to the wife of Dr. E. J. Blair. 
a son. 
Johnson.—On May 30, 1951, at Suffolk House Nursing Home, Stanmore, 
Middlesex, to Bunty, wife of Dr F. E. Johnson, a son. 
Sloan.—On June 1, 1951, to Dr. Betty J. Sloan (formerly Barrow), wife of 
Tom B. Sloan, 230, Higham Lane, Nuneaton, a daughter. 


MARRIAGE 
Shribman—Isaacs.—On April 15, 1951, in London, Irving Shribman, M.B., 
D.P.M., of Dublin, to Hazel Isaacs. 


DEATHS 

Dickson.—On May 29. 1951, at Mentone House, Aspley Guise, Beds, 
Arthur Norman Dickson, M.C., M.B., Lieutenant-Colonel 1.M.S., 
retired, aged 70. 

Irving.—On May 28, 1951, at his daughter’s home, Privetts, Totland Bay, 
Isle of Wight, William Irving. M.D.. M.R.-COG., of Crofton, Cheriton 
Road, Winchester, late of Christchurch, New Zealand, aged 81. 

McLean.—On May 28, 1951, at the Royal Infirmary. Edinburgh, William 
Hp nee McLean, M.C., M.D., of Hilton Lodge, Haddington, East 

an. 

Norton.—On May 31, 1951. at Bury St. Edmunds, Edgar Lionel Robert 
Norton, M.B., B.S. of Derby, and Winnipeg. Canada 


Smith.—On June 1. 1951. at ** Willingham,”’ Budleigh Salterton, Devon, 
Charles Vincent Smith, L.S.A. 
Young.—On May 31, 1951, at Meadowside. Twyford, Berks, Frederic 


Charles Young, M.B., B.Ch. 


Any Questions ? 


Correspondents should give their names and addresses (not 
for publication) and include all relevant details in their 
questions, which should be typed. We publish here a selec- 
tion of those questions and answers which seem to be of 


“general interest. 


Death from Senility 


Q.—There are elderly patients who, for no good reason 
except that they are old, take to their beds, desire little or 
no food, and die from inanition. They may in fact be 
said correctly to die from “ inanition due to senility.” But 
on page 5 of the book of forms used to certify a death 
(Form 66) “inanition” is listed as an undesirable term, 
only to be used with a cause. “ Nomenclature of Disease” 
(1948, H.M.S.0., London; 7th edition) does not give 
“senility” as a disease. What is the correct way of 
certifying the death of such patients, when in honesty one 
cannot incriminate heart, lungs, etc. ? 

A.—Although senility is not a disease, among elderly 
persons it can be a cause of death. As such, it has a 
place in the International Statistical Classification of 
Diseases, Injuries, and Causes of Death (1948, H.M.S.O., 
London), and in proper circumstances it is a suitable term 
to state on a death certificate as the cause of death, 

The correct statement of cause of death in the circum- 
stances described in the question would be “ inanition due 
to senility.” This .would be regarded by the Registrar- 
General as satisfactory and sufficient provided that the age 
of the deceased conformed to such a description ; and the 
death would be assigned to senility. As a routine, however, 
it is the practice of the Registrar-General to issue a medical 
inquiry to the certifying practitioner in regard to all cases 
of death under the age of 70 about whom no more definite 
cause of death than senility has been mentioned. The 
inquiry asks whether any more definite cause was present. 
Usually when an elderly person dies there has been some 
recognizable disease or degenerative process (e.g., of heart, 
blood vessels, kidneys) that materially contributed towards 
death, and in such circumstances the certifier shpuld always 
mention that particular condition rather than state senility 
alone. 


Cullen’s Sign 


Q.—A woman seen recently had signs and symptoms 
suggestive of acute pancreatitis, followed by extravasation 
of blood round the umbilicus, especially at the left side ; 
there were all the usual colour changes of absorbing blood. 
One year later she developed a cyst in the abdomen—found 
at operation to be an ovarian cyst; the pancreas appeared 
to be normal at the operation. What, apart from pancrea- 
litis, are the possible causes of Cullen's sign? Could the 
ovarian cyst have caused it? 


.—The fact that the pancreas appeared normal a year 


after the acute abdominal symptoms would not rule out the 
diagnosis of pancreatitis in this case. 

Colour changes around the umbilicus may occur in 
association with a variety of intra-abdominal conditions. 
Cullen’ first described a bluish discoloration in some 
cases of ruptured ectopic gestation, and Grey Turner’ 
described dark blue, greenish. or yellow discoloration in 
cases of pancreatitis. Both Cullen’s and Grey Turner’s signs 
are seen in but a small proportion of cases, and the possi- 
bility of their development is probably chiefly dependent on 
the presence or absence of Poirier’s fascia. Poirier described 
the peri-umbilical fascia, which is present in some 84% of 
subjects and which attaches the umbilicus to the rectus 
sheath. Where this fascia is absent or ill-developed it would 
seem possible for any exudate to track from the extra- 
peritoneal into the subcutaneous tissues. It is not surprising, 
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therefore, that Cullen's sign has been described in a number 
of conditions. Blood, bile, and gut contents in the retro- 
peritoneal! tissues, from a variety of causes, may track for- 
ward and appear in the region of the umbilicus. 

On purely theoretical grounds it would seem possible for 
the discoloration in the case here described to have been 
due to incomplete torsion of the ovarian cyst. Haemor- 
rhage into its pedicle could have spread to the umbilicus 
via the extraperitoneal tissues. 


REFERENCES 
1 Cullen, T. S., Amer. J. Obstet. iy 1918, 78, 457. 
8 Grey Turner, G., Brit. J. Surs-. 
Poirier, P be and Charpy, 
Part 1, p. 354. Masson, 


Aetiology of Otosclerosis 
Q.—What is the aetiology of otosclerosis? 1 have heard 


it said that pregnancy leads to worsening of the condition : 
is this true? 


A.—The first symptoms of otoscierosis are usually noticed 
in early adult life. The otosclerotic focus has been present 
for some years by then, probably since puberty, but, because 
it has not reached the oval window, it has not caused deaf- 
ness. About 10% of the population have a small symptom- 
less lesion, and about 10% of these people suffer from 
deafness. Twice as many women as men have the disease. 
Some 60% of patients with otosclerosis give a family history 
of the disease. 

_ The deafness advances by a series of exacerbations 

between which it remains stationary; the exacerbations 
may be precipitated by pregnancies or illness or periods 
of overwork or worry. It is estimated that only one 
pregnancy in four causes a noticeable increase in the 
‘deafness, and by the time the patient reaches the age of 
50 pregnancy will not have affected the degree of deafness 
to any great extent. 


Local Induration after Penicillin 


Q.—i have noticed that about 24 hours after receiving 
injections of penicillin for a septic finger a brawny, some- 
what itchy swelling develops at the site of injection. This 
takes two or three days to subside. Is this an allergic 
response to penicillin? Is there any danger of an 
anaphylactic, reaction if 1 am given the same brand of 
penicillin again at some future date? Would reactions 
of this kind be less likely with other types of penicillin? 


A.—This localized induration at the site of the penicillin 
injection is a recognized form of sensitization to penicillin. 
Lederman has recorded similar types of reactions, and other 
references are given in a review by E. A. Brown (Ann. 
Allergy, 1948, 6, 723). These reactions seem more likely 
to follow the use of penicillin in oil, but in Lederman’s 
case a similar reaction was caused by various brands of 
penicillin in aqueous solution. It is impossible to say 
whether other forms of allergic reactions will develop at 
a later date, but there is no special reason to anticipate 
that they will. It is probable that other brands of penicillin 
will produce a similar type of reaction. 


Cholinesterase 


Q.—Briefly, what is cholinesterase and what is its impor- 
tance.in human physiology? With what pathological condi- 
tions is disturbance of cholinesterase metabolism associated ? 
Can cholinesterase production or activity be controlled thera- 
peutically, and, if so, how? 

A.—The term “cholinesterase” was given in 1932 by 
Stedman, Stedman, and Eason to an enzyme present in 
plasma which hydrolyses acetylcholine and other cholinesters 
into choline and acetic acid or the respective other: acids, 
and which is different from the fat-splitting lipase. Later 
on Mendel and Rudney (1942) showed that the term 

~ cholinesterase ” included two different enzymes or enzyme 
groups which they named the true cholinesterase and the 
pseudo-cholinesterase. Synonymous with true cholinesterase 


d°Anatomie Humaine, 1912, vol. 2, 


are the terms “ specific” and “ specified” cholinesterase 
or “acetylcholinesterase”; synonymous with pseudo- 
cholinesterase, the terms “ unspecific,” “ unspecified,” or 
simply “ cholinesterase.” 


Both enzymes destroy acetylcholine in vitro, but it is the 
true cholinesterase which is responsible for the destruction 
of the acetylcholine released in the body by cholinergic 
nerves. This must be regarded as its main physiological 
function. The pseudo-cholinesterase does not take part in 
this destruction, or, at most, to a very small degree, because 
it acts far too slowly when acetylcholine is present in low 
concentration. True cholinesterase occurs in the tissue of 
cholinergic nerves and in the red cells of many species. Its 
inactivation by anticholinesterases such as neostigmine or 
physostigmine explains the beneficial action of these drugs 
in myasthenia gravis. Recently, concentrated preparations 
of purified cholinesterase have been prepared to be used 
for injection ; it is too early to assess their clinical value. 


We do not know the physiological substrate for the 
pseudo-cholinesterase. As long as it remains unknown it 
is impossible to state what the physiological function is of 
this enzyme. In man and in many other species the cholin- 
esterase of plasma and serum is the pseudo-cholinesterase. 
sometimes referred to as plasma or serum cholinesterase. 
There are great individual variations in the pseudo- 
cholinesterase content of serum in human beings, but it 


- has so far not been possible to correlate pseudo- 


cholinesterase activity with any specific physiological or 
pathological condition. Low values occur in acute infec- 
tions, in under-nutrition, and in diseases of the liver. In 
fact, measurement of cholinesterase activity in serum has 
been suggested as a test of liver function, whereby it is 
possible to differentiate jaundice of hepatic and obstructive 
origin. Thus the liver appears to be the source, or at least 
one main source, of the pseudo-cholinesterase. This enzyme 
is also inactivated by anticholinesterases, some of which. 
for instance, diisopropylfluorophosphonate, or D.F.P. (see 
British Medical Journal, 1948, 2, 719), have a selective 
action. Whereas injections of neostigmine and physo- 
stigmine cause only temporary inactivation of cholin- 
esterases, D.F.P. causes their permanent destruction. 


Thrush in Newborn Babies 


Q.—i/s gentian violet toxic to newborn babies, in whom 
it is sometimes used for the treatment of thrush? Can 
you also suggest a comprehensive reference on the toxicity 
of gentian violet and related dyes ? 


A.—There are no reports in medical journals which 
suggest that gentian violet is toxic to newborn babies. 
Ebbs (Arch. Dis. Childh., 1938, 13, 223) states that the 
signs of thrush usually disappear after the first applica- 
tion of an aqueous 1% solution, and that the temporary 
staining of the lips and mouth is the only disadvantage. 
Liberal applications have been made in the hope that the 
dye would reach the oesophagus. 

For toxicity the paper by Wright and Brady (J. Aver. 
med. Ass., 1940, 114, 866) should be consulted. It is fully 
quoted in The Pharmacological Basis of Therapeutics (New 
York, 1941) by Goodman and Gilman. 
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